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PREFACE 


This book describes current concepts of care and treatment for 
psychiatric patients. The modern approach recognizes that the 
majority of psychiatric patients will require treatment from staff 
of a number of different professions, and that this treatment will 
often continue over considerable periods of time. There is an 
obvious need, therefore, for the professional staff concerned to 
meet together and agree a pattern of care for the individual 
patient. The same professions will also need to agree the pattern 
of care for groups of patients, whether in the out-patient clinic, 
day hospital or as an in-patient. This book, therefore, is written 
about the pattern of care for patients where a number of staff 
unite to provide a more comprehensive service than any one 
profession can provide alone. It is written by representatives from 
the major professions and it is intended to appeal to a wide 
readership. 

It is well known that although many patients have a high 
regard for their doctor, many form strong relationships with 
nursing staff. Nursing staff, indeed, provide the matrix within 
which the in-patient is treated, and the other professions are 
often totally dependent on nursing support if their own therapies 
are to be effective. There are, therefore, two nursing chapters. 
The first of these gives an account of the history of psychiatric 
nursing and is developed deliberately to show the influence of 
past practices and attitudes to current problems. The second 
nursing chapter is more closely concerned with current practice 
and the evolving role of the nurse. Other chapters, however, 
contain contributions from the other professions involved and 
give an up-to-date account of the contribution of the general 
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practitioner, the remedial therapist, the social worker, the 
psychologist, the consultant and the administrator. In the past the 
latter has often been considered a relatively remote figure from 
the day-to-day, face-to-face contact with the patient. It is apparent, 
however, that effective primary care for the patient is dependent 
upon effective administrative contact with the therapeutic team. 

Most textbooks in the past have been written by doctors for 
doctors, or by other professionals for their own profession, and 
have reflected the tendency for professional isolation. Such 
professional isolation is no longer acceptable, and is known to be 
detrimental to patient care. This book is one of the first to be 
written by a multidisciplinary team and to reflect the multi- 
disciplinary approach to patient care. It should appeal to all those 
who wish to keep up to date with this modern approach and have 
a better understanding of the contribution, not only of their own 
profession, but of the others involved in patient care. The con- 
tributors have been chosen not only to represent their professions, 
but also in such a way that there is some balance between the 
current practices of the major cities and the provinces, and between 
teaching and non-teaching hospitals. 


October 1975 A A Baker 
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INTRODUCTION: 
PATTERNS OF CARE 


A A Baker 


Psychiatry is concerned with human relations. These relationships 
are between the patient and family or neighbours, and also be- 
tween therapeutic staff and the patient, and between the various 
staff members. The problems of many psychiatric patients con- 
tinue over considerable periods of time. A psychiatric service, 
therefore, needs to be organized so that patients can easily 
develop and maintain a therapeutic relationship with those staff 
concerned. It is equally important to ensure that the considerable 
number of therapeutic staff who may be involved, both in the 
community and in hospital, are able to have a good relationship 
with each other and easy and effective communication. 
Psychiatric symptoms, problems and illnesses of all kinds are 
extremely common throughout life. The vast majority of symp- 
toms are untreated and merely represent part of the person’s 
reaction to the stresses and strains of everyday life. When symp- 
toms are sufficiently severe that the patient seeks medical help, 
even then the vast majority are treated outside hospital by the 
general practitioners and primary health care teams, and without 
contact with formal psychiatric services. Many other problems 
are managed by the Social Services without medical intervention. 
Psychiatric illness of such severity that contact is made with 
the in-patient part of the psychiatric service is rarely an isolated 
incident which responds promptly to immediate treatment. There 
are usually continuing problems which involve a number of differ- 
ent people. These will, of course, include immediate family and 
often neighbours or employer—in the community field, the general 
practitioner, social worker, district nurse, health visitor or pro- 
bation officer may all be involved at times. In hospital the 
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psychiatrist, psychiatric nurse, occupational therapist and others 
will be concerned and will often need a variety of administrative 
support. Moreover, there is an increasing amount of voluntary 
help available, in and out of hospital. There is an obvious need, 
therefore, to ensure that all those concerned with the patient’s 
care and management have the opportunity of meeting and com- 
municating with each other, and agreeing, not only on the treat- 
ment of the individual incident, but onthe long-term pattern of care. 

It has already been noted that psychiatric symptoms are ex- 
tremely common. Apart from general impressions, however, 
there are some facts available. For example, surveys have shown 
that about 2% of the population are in contact with the psychi- 
atric services in any one year, either as out-patients, in-patients or 
day patients. However, this represents a small minority of the 
total number of patients attending their general practitioner, 
where evidence suggests that between 14% and 30% have some 
kind of psychiatric disorder. There is very great variation from 
one general practitioner to another in the percentage of their 
patients considered to have a psychiatric disability. It is probable 
that this variation is largely dependent upon the general practi- 
tioner’s attitudes and knowledge rather than true incidence. 
Moreover, it is reasonably certain that much mental illness goes 
unrecognized by the general practitioner service. Such studies as 
are available show that there may be an unknown psychiatric dis- 
ability in between one-fifth and one-third of patients attending the 
general practitioner’s surgery. There may be a particular lack of 
knowledge of disability in the elderly, where it seems possible that 
the majority of patients with a dementing process are unknown to 
their general Practitioner. Lastly, since it is relevant to the medical 
role in psychiatric care, it is worth noting that some studies sug- 
gest that other professions can play a very important role in early 
diagnosis and assessment. For example, Harwin (1972) showed 
that district nurses reported 44 patients thought to be mentally ill 


(and this diagnosis was confirmed by the psychiatrist), but for 35 
of these Patients the general practitioner had been unaware of 
their disability. 

Continuity of telationshi 
by all the professions. 
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Moreover, breaking these relationships is traumatic for the 
patient. The importance of this principle for the organization of a 
service is obvious. It affects the organization of the general practi- 
tioner service, out-patient clinics, social work services, the num- 
ber of admission wards, and the organization of the day hospital. 
Moreover, policies affecting several professions must be coordina- 
ted. A system which ensures that the consultant maintains con- 
tinuity of care is of limited value to the patient if the result is that 
he is seen by one team of nurses on an admission ward, and then 
rapidly transferred to a back-up ward, and finally discharged from 
a rehabilitation ward. Where continuity of individual relation- 
ships is impossible, then continuity within a team must be accepted 
as an absolute minimum. 


THERAPEUTIC RELATIONSHIPS 


The most vital aspect of the psychiatric services depends upon en- 
suring that the human relationships involved are therapeutic and 
not destructive to the patient. This is the reason for detailed 
training in psychotherapy the doctor may undertake, the training 
for casework of the social worker, the detailed understanding of 
the nurse/patient relationship, and the very considerable effort 
now given to helping all the professions to a better understanding 
of psychodynamics, and a better understanding of their relation- 
ships both with patients and other staff. All the evidence shows 
that patients would like, and indeed, often expect to have far 
more time for human contact and discussion with professional 
staff than there is the staff or time available to give them. More- 
over, the general public tend to expect far more from the medical 
profession than they can possibly give. For example, the ordinary 
consultant for adult psychiatry can offer about one hour per year 
to each patient with whom he is in contact as an in-patient, out- 
patient or day patient. Any patient, therefore, who is given more 
time than this for individual psychotherapy, must deprive other 
patients. The situation is significantly improved if the consultant 
provides group therapy, but even then the time available, bearing 
in mind that a session to choose a patient for group psychotherapy 
can take an hour, means that there will never ever be enough con- 


sultant time to provide psychotherapy for the large majority of 
patients. 
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Similarly, the general practitioner’s interview is on average a 
matter of five or six minutes, and any extensive additional time 
provided for one patient will deprive another. On the other hand, 
for the same population, there are many more psychiatric nursing 
hours available for the same group of patients and many other 
additional hours from remedial therapists, district nurses, pro- 
bation officers, and others. It is because of this situation that there 
are advantages if the consultant psychiatrist ensures that his 
knowledge and skills are widely diffused, by means of group 
meetings, seminars, discussion groups and other means, so that 
not only the professional staff in close contact with him, but a 
wide variety of professionals and non-professionals all have their 
best opportunity to acquire the right attitudes and information 
and can make their best contribution to patient care. Moreover, 
it always becomes apparent in multiprofessional meetings that 
considerable learning occurs on all sides. In an effective discussion 
group the consultant will learn as much from the nurses or re- 
medial staff as they learn from him, or others present. 


RELATIONS BETWEEN THE PROFESSIONS 


professions are involved 
, just as are many lay people. 
d be good understanding and 
d this has been described as 
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concerned, then clearly the doctor should take a lead. If it is a 
matter of rehabilitation, and particularly the development of 
skills in daily living, then the remedial professions may need to 
take the initiative and play a major role. This approach is appro- 
priate whether the patient is in hospital or out. When treatment is 
in hospital, however, the skills and support from the professional 
administrator will be essential for therapeutic teams to have their 
full effectiveness. The concept of parity of esteem, and of a team 
agreeing on policies by consensus, is not easily accepted by some 
doctors. 


Conflict 


It must be recognized that in a situation where a number of differ- 
ent professions need to agree common policies, that agreement 
will not always come easily. Indeed, there are obvious conflicts, 
and conflicting interests in many situations. For example, when the 
general practitioner is repeatedly called out at night to attend to an 
elderly patient, who is becoming disturbed. He may feel that the 
patient would be better in hospital, the consultant may feel that 
the patient would be better remaining within familiar surround- 
ings, even if somewhat disturbed, rather than running the risks of 
further disorientation in a strange environment. 

There are frequently differing expectations which can lead to 
misunderstanding. As the chapter on general practice makes clear, 
the general practitioner is often disappointed in the support he 
gets from the social work service. Equally, social workers may feel 
they are often called out to deal with situations in which there is 
not only a social, but a medical component, and they do not al- 
ways get the understanding or support from the general practi- 
tioner. They often feel that other professions do not understand 
how much of their duties are concerned with statutory obligations 
which take up the major part of the time available. This book, 
therefore, makes no attempt to conceal the fact that there will be 
differences of opinion, and misunderstandings between profes- 
sions, and one of the needs in a modern service is to ensure that 
these misunderstandings are brought to the surface, discussed and 
resolved. 

It is well known that staff who may be expert in counselling 
patients or helping clients, may nevertheless have great diffculty 
in resolving interpersonal problems with colleagues within their 
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own or other professions. It is important, therefore, to ensure 
that where there are known conflicts of interest, or disagreement, 
that these have sufficient attention to be resolved, and are not 
merely ignored or hidden. In any team situation there will be a 
number of other people besides those who are in conflict, and 
there is clearly a duty on those not involved in the conflict situa- 
tion to use their own influence to find a solution. This is often 
easier in the hospital situation, where there will usually be able 
administrators, nurses, doctors and others, any one of whom 
should be able to help resolve conflicts within the therapeutic 
team. It is pointed out in the chapter on the psychologist’s service, 
that the psychologist is often in a good position to help others 
tesolve conflicts, both because of his special knowledge, and be- 
cause he is often outside other professional disagreements. Prob- 
lems outside the hospital are often more difficult to solve, par- 
ticularly if these occur between groups of professionals each 


working from separate bases. The most obvious of these are the 
conflicts between the gene 
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Similarly, the concept of parity of esteem and sharing of skills 
within a team, where nurse, doctor, remedial therapist and others 
learn from each other and teach each other, has developed more 
slowly in the teaching hospital, where the concept of the senior 
consultant being all powerful, is only gradually being modified. 
Also the staffing structures and method of working in teaching 
hospitals are often very different indeed from those which the prac- 
tising doctor will find in the area where he eventually works. For 
example, most teaching hospitals have quite large and well 
developed social work services. The young doctor in training, 
therefore, may learn the way of working with a hospital based 
social work service, able to provide an extensive history taking or 
follow-up service with hospital based social workers. He may well 
move to other areas in the country where the hospital he works in 
has no social work staff, and relies entirely on community based 
social workers. He may find, therefore, that he has to learn a 
fresh set of relationships, and a fresh way of working, which he 
has never met previously. The content of social work may not 
vary significantly from one area of the country to another, but the 
way it is organized may vary very considerably. 

Moreover, there are obvious difficulties and conflicts in pro- 
viding a social work service to hospitals, or indeed, to other indi- 
vidual professional organizations such as the schools or the prisons. 
From the hospital consultant’s point of view, every psychiatrist 
would like to have his own social worker, or workers, for his own 
therapeutic team. The difficulties of this system are not simply 
that there are not sufficient social workers for every consultant to 
have one or more for himself, but that the system itself creates 
difficulties. It could mean, for example, that the hospital consult- 
ant would never actually meet the social worker who had had a 
Significant relationship with the patient before admission, and who 
would spend much time with the patient after discharge, but only 
make contact through a third person, that is, the hospital based 
social worker. With the ordinary case load of admissions, and 
ignoring day patients or out-patients, there is no possibility that 
even two or three social workers to each psychiatrist could take 
on all the social work problems, case histories, and follow-ups 
which would be necessary for each patient in contact with the 
psychiatrist. Inevitably, therefore, there is a risk that a consider- 
able proportion of the time of highly skilled specialist social 
workers would be spent acting as messengers and ‘passers-on’ of 
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information to other workers and other staff who would actually 
undertake the work. There would also be the risk of returning to 
the old system, so that in one particular household there might be 
a social worker from the paediatrician visiting the house because 
of a child, another social worker visiting the mother because she 
is attending the out-patient clinic with symptoms, a third social 
worker from another psychiatrist dealing with the husband, and 
a fourth because of geriatric problems in the grandmother. 

Most of these problems would be solved if social workers were 
allocated to the primary care team to work alongside the general 
practitioner. They could then have the responsibility of maintain- 
ing contact with the patient and the patient’s family wherever the 
patient might be, in or out of hospital, or in contact with any of 
the specialist services. Even then there are some practical prob- 
lems, since some households have more than one general practi- 
tioner attending. Also, at present, there are a very large number of 
non-medical social work duties, so that allocation of sufficient 
staff to the general practitioner service is hardly possible. 

In some areas real advantage has been found when the hospital 
staff, particularly, of course, the consultant, but often nurses and 
others, leave the hospital to go to area social work offices, there 
to meet social workers, district nurses, health visitors and others 
for exchange of views on patients, both in and out of hospital. 
Where the hospital catchment area has been subdivided so that 
the hospital clinical team serves a geographical area which coin- 
cides with social work areas, very good, close cooperation is then 
Possible. Such coordination is also easily organized at out- 
patient clinics or at day hospitals. 
ip ai : pee menenie evidence of the benefits to be ob- 
EA pa A kere and primary Health Care Team join 
Enon, service for psychiatric patients in the com- 

Y- A recent study (Cooper et al. 1974) also showed that an 


experimental study can be applied to evaluate the benefits of this 
type of team approach, 
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VOLUNTEERS 


A multidisciplinary book of this kind should, perhaps, have a 
chapter by an organizer of volunteers. Voluntary workers of all 
kinds are providing a wide variety of services to patients, both in 
and out of hospital. The work within hospitals is now often co- 
ordinated by an organizer of volunteers, and there would seem to 
be advantage if such an organizer would also coordinate the 
activities of organizations outside hospital. All areas have a very 
considerable number of voluntary organizations, and some of 
these are proudly independent. Coordination within the hospital, 
therefore, has often progressed much further than coordination 
outside. Most chapters make reference to the work of volunteers, 
but the reader is referred to Volunteers in Hospital (Clark et al. 
1971), which gives a very good idea of the scope of voluntary 
work in a modern service. 


PHYSICAL FACILITIES 


Although human relationships are of first importance, the physical 
facilities also need consideration. Outside the hospital these in- 
clude the Health Centre or group practice, the social work office, 
day centres, community clubs, and sheltered workshops. In the 
the out-patient clinic, the day hospital and 


hospital they include ? I 
Some further discussion on these is, ther 


the in-patient wards. 
fore, appropriate. 


Out-patient clinic 


The out-patient clinic is often the point of first contact with the 
psychiatrist. A well run clinic should ensure that all new cases are 
seen promptly by the consultant, and that he receives, together 
with the medical referral, any additional social work or other 
information which is available. There should be no waiting list for 
out-patient clinics. In years gone by a long waiting list was looked 
on as evidence of the importance of the doctor. Today it is more 
likely to be looked upon as evidence of inefficiency. After the 
initial assessment, facilities should be available for some specific 
treatment such as ECT, and also for follow-up clinics for those 
who need it. Policy agreements should be reached with general 
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practitioners, however, which will ensure that only those patients 
who really need hospital follow-up appointments are given them. 
Moreover, advantage has been found where follow-up clinics are 
conducted by nurses rather than doctors, the nurses, however, 
being able to refer particular problems, whenever necessary, to 
the psychiatrist. Many out-patient clinics will also provide psycho- 
therapy, but for reasons given earlier, the amount of medical 
time which can be given to individual psychotherapy is very 
limited indeed, though some time can usually be allocated to 
group therapy. Here again is a field where agreement between the 
consultant and the general practitioner is beneficial. The general 
practitioner may feel a need for help with particular varieties of 
patients for whom he feels that limited psychiatric care is being 
offered, and may be less than satisfied with arrangements whereby 
patients he regards as having much less need are being allocated 
extensive psychiatric time. 

Not all psychiatric patients arrive at the hospital through the 
formal out-patient clinic, and in big cities in particular, may arrive 
in the Casualty Department as emergencies of one kind or another, 
or on medical wards as overdoses. If a considerable proportion of 
all psychiatric referrals come as emergencies, or through casualty 
or other clinics, this would be an indication for review of the effi- 
ciency of the psychiatric out-patient service. Similarly, the situa- 
tion in many cities where considerable numbers of overdoses are 
common, should indicate an urgent review between the general 
practitioner, social services, and hospital services, of their various 
policies. Attitudes, overprescribing, 
different members in the same hous 
of patients known to be at risk, 
‘overdoses’ 


free access to medication by 
ehold, and lack of follow-up 
are all factors which can create 
- Health centres or group practices provide a natural 
meeting site for hospital staff and the primary care team. An ad- 
vantage has been found if the consultant holds some out-patient 
clinics in health centres, This encourages a learning process, both 
for consultant, general practitioner and other staff involved. 


Day hospital 
The day hospital has become increasingly important in psychiatric 
a It often provides just the right measure of treatment and 
Pport to enable the patient to maintain either his domestic or 
working life without disruption. 


The day hospital should be of 
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sufficient size and of such a design that it can cater for the full 
range of disabilities. It should be possible to manage groups of 
patients with neuroses, other patients with long standing psychoses 
and personality difficulties, some patients with alcoholism and 
other forms of drug dependency, as well as the more straight- 
forward depressive illnesses. The day hospital forms a natural 
meeting place for community and hospital staff, and quite often 
the general practitioner can be found as a clinical assistant, pro- 
viding community insights as well as obtaining some psychiatric 
expertise. The day hospital is also a natural base for the psychiatric 
community nurse, who can be involved in extensive domiciliary 
work and follow-up service. It is also a natural site for individual 
and group psychotherapy and much informal ‘follow-up’ by many 
different professionals. 


Admission wards 


The ordinary adult admission ward can be run most efficiently if it 
provides a service for patients of both sexes from a given popula- 
tion. Current figures suggest that a mixed ward of up to thirty beds 
can provide a service for a population of some 60000. Ward 
meetings at given dates and times enable community staff to attend 
for the discussion of patients in whom they are interested, and in 
any case, makes liaison much simpler. Similarly, hospital staff will 
need to visit in a relatively limited area and will need to form rela- 
tionships with a relatively limited number of general practitioners, 
social workers, health visitors and others. 

There are considerable variations in the way assessment, re- 
view and treatment are organized on admission wards. On some 
there will be regular meetings of all the staff and patients, often 
followed by staff meetings in which a review of patient progress 
and interpersonal relationships is possible. Some such units have 
found, however, there are difficulties in that the patient with 
greater verbal facility and particularly those with personality prob- 
lems, tend to take far more than their fair share of the available 
time and attention. A more common arrangement is for a meeting 
once or twice a week which is always attended by the key staff, 
where there is a review of all patients on the ward, those who are 
expected and those who have been recently discharged. It is obvi- 
ous that to review thirty or so patients in a three hour session re- 
quires a considerable concentration of effort, considerable mutual 
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understanding of policies and aims, and considerable skill in pre- 
senting basic information. It will be necessary to initiate such 
meetings with a full discussion on policies if management of the 
individual case is to be successful. For example, policies should be 
agreed on admission rates, the admission procedure and manage- 
ment in the first twenty-four hours, attitudes towards aggression 
or non-cooperation, and the role of doctor, nurse, remedial staff 
and social worker, and the tesponsibility of each for treatment pro- 
grammes. Similarly, policies need to be agreed on discharge pro- 
cedures, follow-up, and readmission. This may mean, for example, 
that nursing staff or social workers who are undertaking follow-up 
either at home or in clinics, have authority to readmit, if they 
consider necessary. Communication about policies or details 
agreed at ward meetings with community staff, such as general 
Practitioners, must also be well organized. 

Within agreed policies, however, it is possible to review every 
Patient on a ward, allocating a few minutes to each. In this time 
each staff member can make a brief contribution, knowing the 
particular points which are relevant and to which he or she must 
speak. Staff who are familiar with each other’s method of working 


and skill, can tapidly reach a consensus on the pattern of care for 
each patient. 


The long-stay ward 


long-stay 
ed to live į 
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habits, and hygiene and dress. The occupational therapy depart- 
ment should ensure that he has every opportunity to develop 
social and occupational skills which will prepare him for life out- 
side hospital. Relatives, and where these do not exist, voluntary 
organizations, should also be helped to develop the right attitudes 
to the patient and prepare the ground for social and work oppor- 
tunities outside hospital. 

There are so many aspects of rehabilitation where medical 
policies, nursing practices or general administration of the hospital 
have an interest, that it is important to ensure that there are regu- 
lar reviews of the ward pattern of activity to include all those con- 
cerned. For example, the patient’s management of his monies in- 
volves a medical assessment of his judgement and the degree to 
which it is reasonable to take risks with the loss or misuse of 
finance. It involves the nurse/patient relationship, as the patient 
may need a measure of supervision or tactful guidance in the use 
of his resources. The administration will be involved not only in 
such facilities as the patient’s bank or other methods of transfer of 
cash to the patient, but also in the decisions which will enable the 
patient to use the hospital shop, for example, in preparation for 
shopping in the community; in the opportunities the patient will 
have to buy and use his own clothes or to buy and use other per- 
sonal possessions. , 

Long-stay wards, therefore, should have regular meetings 
where patients and nursing staff could join in a discussion of the 
pattern of the patient’s day, and possible improvements. At times, 
however, it will be necessary to draw into such meetings other 
relevant departments, possibly the catering department, the trea- 
surer’s department, perhaps the occupational therapist, or others 
involved with the patient’s activities. The theme underlying all 
these meetings, and the decisions taken, is determined by the 
recognition that hospital life is abnormal and tends both to re- 
strict the patient’s choices and reduce his independence. Therefore 
measures taken which give the patient greater freedom of choice 
and more independence are likely to be therapeutic. A further 
factor is that for patients staying in hospital for many years, the 
ward is essentially their home and decisions taken which increase 
the domestic atmosphere on the ward, produce smaller groupings 
and develop more normal human relationships, should all be 


supported. 
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CASE HISTORIES 


The following three case histories show some of the variety of 
psychiatric illness and the management of three such illnesses by 
a variety of resources. Treatment does not always involve medical 
or nursing services. 

For example, an old lady of eighty lived alone and had lost 
contact with her relatives. Her eyesight was failing and she stayed 
indoors to an increasing extent. She began to cause concern by 
shouting out of the window at night. The police were called and 
found a frightened old lady who thought that there was a man peer- 
ing through the window, wishing to harm her. They found no 
evidence of this and went away. The episode was repeated a week 
later. On that occasion a young constable stayed to talk to the old 
lady and she confided in him her fear of going blind and her dread 
of being ill and not being found. He realized the old lady’s symp- 
toms stemmed in part from her isolation and fears, and promised 
to visit again when he was passing her flat. He mentioned her lone- 
liness to the local priest, who also visited the old lady and arranged 
for her to attend social gatherings organized by her local church. 
Someone had to fetch her because of her fear of accidents when in 
the street. She began to attend church once more, the policeman’s 
visits became less frequent and she developed other friends in the 
neighbourhood. Her delusions disappeared and she eventually 


visited her doctor to ask for help with her vision. 
This example show 


and cure of a paranoid 
or other formal psychi: 

In another case in which communit 
volved, a young mother develo 


s the development, recognition, treatment 

psychosis without any recourse to medical 

atric services. 

y resources only were in- 
ped severe anxiety symptoms three 

weeks after the birth of her baby. She had severe insomnia, ten- 


sion, loss of weight, irritability and tearfulness. She had little 
confidence in the man, 


» however, had met the 
oie enn a Previna visit, and knew her to be a domin- 
Ay A critical of the patient and perfectionistic in her 

ions. The patient had always lacked confidence and felt 
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sure that her mother would find fault; indeed, the latter often did. 
Some elementary discussion showed that the patient’s symp- 
toms had been little more than the uncertainty of management of 
the new baby until the patient’s mother had visited and found 
nothing but fault with the patient’s management. The health 
visitor correctly assumed that much of the problem lay in the re- 
lationship between the patient and her mother and that this was 
interfering with the mother baby relationship, too. She therefore 
adopted a warm and supportive attitude, visited frequently and 
encouraged the young mother to develop her own way of baby 
management, rather than worry about her mother’s standards. 

The health visitor also reported back to the patient’s general 
visited and confirmed the health visitor’s 
general impression. The patient was encouraged to meet other 
young mothers in her neighbourhood to exchange ideas and to help 
her accept the normality of many of her problems. Her symptoms 
slowly subsided as her self-confidence increased. 

The third case illustrates the interaction of community and 
hospital resources. The patient was a young man, married, with 
two children. He came from a disturbed household and his wife, 
too, had had a difficult upbringing, being in Local Authority care 
for some years, and having had a very ambivalent relationship 
with her parents. The patient developed a schizophrenic illness in 
which, over the course of a few days, he became restless and 
irritable, expressed a number of bizarre ideas about his bodily 
functions and had auditory hallucinations. His wife became suffi- 
ciently alarmed to ask the general practitioner to visit, and he 
arranged an urgent out-patient appointment. This the patient 
would have refused to keep, but he had a workmate living next 
door who persuaded him to go to the clinic. His disturbance was 
such that he was advised to go into hospital for treatment but 
refused. The psychiatrist contacted the general practitioner and 
also the local authority social worker, who visited the home. The 
patient was given a prescription but refused to take medication. 

Three days later he became acutely disturbed, threatened his 
wife and rushed out of the house. He was returned by the police 
and then seen on a domiciliary visit by the psychiatrist he had seen 
in the out-patient clinic. It was apparent at this point that ad- 
mission was essential, whether informally or otherwise, and when 
faced with the situation the patient reluctantly agreed to enter 


practitioner, who 


hospital. 
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In hospital he was very suspicious and uncooperative at first, 
but eventually formed a good relationship with a young charge 
nurse and became willing to take medication. There was steady 
improvement over the next three weeks. The social worker visited 
the home and found the wife was very inadequate and undoubtedly 
added to the patient’s problems. She arranged to visit regularly, 
therefore, to give the wife support. The social worker visited the 
manager of the patient’s firm and found him w 
patient’s job for him as he worked well with the man who had 
taken him to the out-patient clinic. Some three weeks after ad- 
mission he was discharged home to return to work forthwith. 
Arrangements were made for the charge nurse to keep in touch 


with him, partly by home visits and partly by the patient’s attend- 


ance at hospital in the evening when the nurse was on the evening 
shift. 


illing to keep the 


The charge nurse met a fresh crisis some six months later when 
the patient’s behaviour suggested that he was relapsing. He told 
the nurse that he had had another quarrel with his wife and that 
she had threatened to leave him. The nurse reported the situation 
to the psychiatrist and the social worker and it was felt that the 
social worker should see the wife before any change was made in 
the patient’s treatment. When she visited, however, the wife had 
already gone back to her mother. She was visited there, and it was 
found that the underlying problem was that she was now three 
months pregnant, was depressed, and did not feel she could cope 
either with her existing children or the new pregnancy. Her 


mother, as in ng, but also willing to 
use the situati 


solve oth 
husband 
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the case of the workmate. Without this coordination it would have 
been possible to find a broken family, two children in care and the 
young male schizophrenic without a home, and with many of the 
factors which could make him a long-stay, long-term problem. 
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HISTORICAL BACKGROUND TO 
PSYCHIATRIC NURSING 


C J Harries 


of 
Although not always identified as such, nurses have m A 
our institutional system of psychiatric care, certainly au gee 
last century. Indeed, psychiatric nurses were being ess a 
national standard in the UK (in terms of the RMPA certi sear 
from the 1890s, sometime before the same was true of ea n 
general hospitals. However, although much has been a 
recent years about the development of psychiatric care, re lady, 
little attention has been paid to the views of nurses. Simi >i 
while much has been written about teamwork in psychiatric a 
any description of the nurses’ activities and shortcomings in casei 
teams has usually been from the perspective of other professi 

It becomes all the more important, therefore, with the adv T 

of new patterns of care and the increasing reliance on meen 
for the psychiatric nurses’ view to be expressed and for them 


. nile? work 
be able to comment openly on the way other professionals’ v 
influences their own, 


In this and the follo 
scribe some developing 
of existing and emergin 
to both problems and 


wing chapter an attempt is made to ou 
work of psychiatric nurses in the contex 
g patterns of care, with particular reference 
innovatory practices which give direction 


i 3 iscussed 
to future development. The topics, problems and issues discus: 
Tepresent illustrations of th 


x i f 
nursing. In nearly all cases they reflect the underlying process O 
change which is bei 
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example ecifi š 
aie wes specific skills developed by psychiatric nurses is pro- 
i y the section on behaviour therapy. 
Swete 
sanai R these developments can best be understood by 
g the historical foundation out of which current patterns 


of ca i 
re and practices have emerged. 


HISTORICAL FOUNDATION 
It j 
cenit surprising that the history of psychiatry has firmly 
veloped che foundation from which psychiatric nursing has de- 
UTSE A relatively shortlived moral treatment era, and the 
ridden b stalwarts such as John Conolly were largely over- 
Samet, e restrictive 1890 Lunacy Act which added fuel to the 
large so ous of psychiatric care by developing further the 
the ner oe asylums geographically and socially separated from 
RMPA of society. It was just following this Act that the first 
general a were instituted for psychiatric nurses. The 
illust titudes towards psychiatric care at the time can be well 

tated from a nursing textbook of the era. 

o the breeding of animals—that 
k—is equally if not more certain 
fact that .-- practi- 
nt of the cases 
imbecility, alco- 
s the stock from 


poor Sat is true with regard t 
in the dase will produce poor stoc 
cally eve = of man. This is bourne 
deiecta asylum report shows that in 6 
holism. e heredity (which includes insanity, 
which ent etc) is present. In other word 

e patients spring is poor - - a (Hughes 1909). 


fe attitudes nurses were encouraged to form were, therefore, 
se which saw the patients as ‘poorer stock’ than themselves. 
sg oralizing attitude was not challenged when a cee 
even i Council came into the pictures and the early his a ais 

dit after revision in 1946, contained sections m eps Bi 
Fece and ‘sexual depravity’ GNC 1923). It is only relatively 
nizin. en the GNC has made the first tentative steps to recog- 
to of at sociology, for example, might have something pertinent 
Soiethi psychiatric nursing. ore recently the oot need for 
establi ng further than basic training has been realized, and the 
ishment of the Joint Board ng Studies has 


implici of Clinical Nursi 
Plicitly recognized this with the publications of the Advanced 
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course in psychiatric nursing (JBCNS 1973) and that for Psychiatric 
community care (JBCNS 1974). It is plain that this still represents 
change only at a postbasic level. Basic training for registration 
still suffers from three major drawbacks. Firstly it is an ‘apprentice’ 
training and less than four months in all may be spent in the nurse 
training school during a three year training. Secondly, basic 
nurse training is an incestuous process by which neither the tutor, 
the syllabus, nor the student is prepared to meet the quickly changing 
and developing work of multidisciplinary teams. Indeed, one pre- 
vailing rationale common among some nurse tutors suggests that 
the best that can be achieved is a basic minimum education to fit 
a psychiatric nurse to work in ‘any’ setting by the time they com- 
plete training and become registered. Implicitly this means that a 
nurse can only begin to function usefully some time after training. 
It is a dim recognition of current shortcomings in basic training, 
and an inherent paradox. To compound matters it has been sug- 
gested that in view of the variety of treatment approaches in 
psychiatry, it may be of little value to talk in terms of ‘treatment’ 
for psychiatric disorder (Caine & Smail 1969). If there is any ring 
of truth about this, then it is equally difficult to conceive a uni- 
versal training. Thirdly, since the bias is heavily towards ‘service’, 
subsequent nursing practice must be influenced by the practices 
learned in the institution. This is no academic point when the 


history of institutional Practice—and the nurses’ part in it—is 
recalled. 


Care at the turn of the century was for the most part custodial. 
The goals of care were not in any way ‘therapeutic’. Medical 
influence could not be high at the patient care level since there were 
relatively few doctors and many patients. In any case, little existed 


: ‘ 
in the way of ‘treatment’ for psychiatric disorder in the large 
onomy in th 


bureaucratic, tather 


than any 
were foremost. An 


hierarch 
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nurses etc.) supervised the process and were in turn responsible 
to the governing body usually via a Medical Superintendent. The 
rules and regulations of that era are interesting and retrospectively 
informative. Most nurses were issued with a book of such regula- 
tions upon taking up a post. Frequently these regulations held an 
implicit double message. For example, the second page of General 
Instructions of one such rule book (Surrey County Council 1929) 
suggest it is necessary ‘to observe the peculiarities and minute 
points of character of each of the patients under their (the nurses’) 
care’. The book then goes on to elaborate 152 blanket rules that 
the nurses would follow, covering situations ranging from bathing 
patients to gossiping with the Hall Porter. 

All this reinforces the fact that the discipline exercised over 
nurses in most hospitals was high, and that little discretion was 
openly available for nurses to exercise in their care of patients. 
Indeed promotional rewards for nurses were only forthcoming 
when they conformed completely to administrative expectations. 
This produced a static system of care, essentially authoritarian in 
nature. The attitudes developed by nurses in such a system could 
be little but authoritarian. This was supported, as has been already 
suggested, by the nurses’ training, which encouraged nurses to see ya 
patients as something less human and capable than themselves; as 9 

Zz 
[o] 


unable to be responsible for their actions and to be treated, at 


best, benignly. 


START OF CHANGE th 


However the goals of care began to change. The 1930 Mental! 
Treatment Act heralded a hope for ‘treatment’. The 1948 National? 
Health Service Act took psychiatric hospitals out of local govern-4 
ment control and theoretically proffered many patients in such 
hospitals the same rights as those in general hospitals—an im- 


portant point taken further by the legislation in the 1959 Mental 


Health Act. 
Following World War II, experimentation by such individuals 


as Maxwell Jones and Bion and other psychiatrists, building on 
experiences gained during the war, gave a new impetus to psy- 
chiatry in the UK at such places as Mill Hill, and later the Hender- 
son Unit. At the same time, the experimentation in a few psy- 
chiatric hospitals extended to the long stay patients. 


T., W, 
pae MeN 
Ú Library “oN 


[E 


22 C J Harries 


‘When he (the new Medical Superintendent) was first appointed I 
remember him calling all the doctors together. We expected him 
to take all the best work in the admission wards—but he said that 
he would leave them to us, and that he would be taking on the 
chronic wards. We thought he was mad at the time, but of course 
many of us would have a different view now.’ 


On both sides of the Atlantic, interest started to grow in the 
social environment and the organization of psychiatric care. As 
experiments in this field became established in some hospitals, 
policies regarding the care, particularly of schizophrenic and long 
stay patients, started to change. Alongside this, the use of the new 
phenothiazine drugs started, and altogether a new ‘therapeutic’ 
optimism was detectable by the mid 1950s. All this had its influ- 
ence on the nurses’ work. The goals of institutions started to 
change from ‘custody’ to ‘therapy’. It meant that medical optimism 
resulted in more medical intervention in ward situations and the 
start of a change in those activities valued in the work of the nurse. 
Hutton (1962) saw this change period as one during which the 
established authority system was swayed into a state of disequili- 
brium, with nurse direction (e.g. from administrative nurses) be- 
coming relatively diminished, and a corresponding increase in 
medical influence. This state of affairs undoubtedly brought into 
focus the conflicts of authority for nurses inherent in a system of 
care (Henry 1954); a conflict between the requirements of admi- 
nistrative nurses, and those of medical staff. This is a conflict not 
fully resolved in practice today, particularly in those hospitals 
which have not been able to meet change easily. Now, some years 
later and with the advent of ‘Salmon’ Senior Nursing Structure 
(MoH 1966), the conflict is posed as a dilemma, usually expressed 
at lower management levels as ‘What is the role of the Unit 
Nursing Officer?’ 

To the nurse in the ward the conflict 
lines of authority—medical on the one ha 


the other—was not usually one of overt conflict. It was probably 
felt by them as a situa 


ree a ' tion in which they had two separate incon- 
t > Inconsistent in the sense that the two roles were not 
a as mutually supportive. For example, nurses might be 
pected to undertake domestic work on the one hand, and de- 
velop a helpful relationship with patients on the fher They 
might be expected to be responsible for an inventory of the con- 


experienced by the two 
nd and administrative on 
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tents of a ward and at the same time participate in dynamically 
orientated group therapy sessions: they might be reprimanded for 
not wearing black stockings as part of their uniforms, yet expected 
to encourage patients to retain their individuality. They may be 
encouraging patients towards independence yet making beds to 
military standards. It could be argued that such events were not 
actually conflicting. Yet it would be difficult to deny that such 
diverse expectations must have militated against nurses—as a body 
—developing any clear consistent professional self-image. This 
state of affairs is important. Mention has already been made of the 
subordinacy of psychiatric nurses to lay management bodies, and 
to medical superintendents. They conformed to these expectations 
frequently without any chance of contributing to decisions or to 
question them. The value to these others was that the nurses con- 
veniently carried out their perceptions of what was needed in the 
care of psychiatric patients. Hence the ‘handmaiden’ self-image of 
nurses now often resented. The breadth of service that nurses gave 
in institutions was very valuable and potentially a fund of experi- 
ence in psychiatric care unparallelled by other groups in their 
professional education. Unhappily the ‘handmaiden’ position of 
nurses did not permit them the autonomy and the opportunities 
for using this experience in a creative or systematic educational 
sense. 

We have seen that, in many ways, the professional develop- 
ment of psychiatric nurses has, in the past, been somewhat stifled. 
One further factor should be mentioned in this connection. It has 
been traditional that the major proportion of men in nursing (in 
civilian life) have worked in psychiatry. Yet it is only relatively 
recently that men have received ‘professional equality’ with women 
in the sense that the one body in nursing with a Royal Charter, 
The Royal College of Nursing, with a commitment to professional 
development, has opened its doors to men, and thus more openly 
to psychiatric nursing. Prior to this, men had to express their 
views through Health Service Unions. It has been mooted that the 
RCN has not yet been able to reflect the full balanced view of 
nursing overall in the UK, and it has implicitly acknowledged this 
by employing the services of the Tavistock Institute in 1973/74 
to increase the participation of membership. 


Having discussed some factors which have served to stifle the 
development of professional psychiatric nursing in the past, it is 
B 
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worth looking at some other factors in the development of psy- 
chiatric care which have a bearing on nurses’ activities today. 
The growth of therapeutic optimism in the 1950s was accom- 
panied by a growth in available treatments for psychiatric dis- 
order. This situation resulted in an increase in the number of other 
professionals concerned with giving treatment and care; more 
doctors, occupational therapists, psychologists, social workers 
and so on. All picked out small parts of what was formerly seen 
by nurses as part of their role, refined them and defined them as 
their own professional task. On occasions nurses have felt threat- 
ened by seeing this as a steady whittling away of their role (O’ 
Gorman 1961). The same process has been recognized in general 
nursing care (Mauksh 1966). Whatever the ‘rights or wrongs’ of 
the situation, it has led to psychiatric nurses now finding them- 
selves in the position of trying to define their role more clearly, 
but at the same time recognizing that these other specialists, more 
and more, are members of the same clinical team as themselves. 
Without these others, there was little ambiguity for nurses in their 
work during the custodial era of care. Now dilemmas and ambi- 
guities can abound. Care is potentially more complex. 
Historically we can see that nurses 
tioningly to the expectations of others 
ate position to them in the instit 


responded largely unques- 
who were in a superordin- 


ution—the lay management bodies 
and medical staff—and that others’ expectations of them were 


moulded by the fact that nurses provided a round-the-clock service 
for patients; they were with the patients at night 
evenings and on bank holidays. What could be simp 
others than to delegate their expectations to those c 
patient when they were not there themselves? 
This simple observation has 
the nurses. Nursing was implicitly 


, weekends, 
ler for these 
losest to the 


a group activity, albeit hier- 
ned continuity of service by 


has always been an important 
’s function. In the sense that a 
: pected to provide a service when 
aen processes for modifying that which society sees as 
“OF deviant behaviour have failed, the hospital can be seen 

ial control, than other institutions 
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in society, whose supportive possibilities are more prominent 
(Cumming 1969). Since a round the clock service is provided by 
nurses, it is evident that they undertake the function of social 
control for the institution. The notion of social regulation, with 
facets of social support and social control is an important theme 
in the development of care, and one which we can return to at 


various points later. 


A precautionary note should be struck at this point. Much re- 
search and opinion that has influenced the aspirations of psychiatric 
nurses in the UK has originated in the USA. Such research and 
opinion must be approached with caution for a number of 
reasons, not the least being that the term ‘psychiatric nurse’ has 
quite a different meaning on opposite sides of the Atlantic. In the 
UK the term applies to a large body of nurses on the psychiatric 
part of the GNC’s register, who have fulfilled a three year ap- 
prentice type of training, specifically in psychiatric care, with a 
broad range of patients. In the USA the term applies to a nurse 
who has a postbasic degree in nursing. There are important differ- 
ences in care itself. Knight Aldridge (1965) points out that there 
were strong parallels in psychiatric care up to 1948 when psychi- 
atric care in the UK was covered by the National Health Service. 
The establishing of the National Health Service made psychiatric 
care available to all sections of the population in the UK, whilst 
in the USA state hospital care is under the control of local 
(usually state) government. When this is coupled with the exten- 
sive amount of private care and treatment available to a relatively 
small proportion of the population, two standards of care exist. 
The ‘community care’ programmes, given impetus by the late 
John Kennedy, have had complex administrative and funding 
arrangements, and apparently have not always been an unqualified 
success. 

Furthermore the ideological base of psychiatry has probably 
been more psychoanalytically or dynamically centred in the USA, 
whilst in the UK it has had a more somatic and pragmatic base. To 
some extent this may account for various terminological differ- 
ences which, amongst other things, make it difficult to apply, 
confirm or contrast research findings cross nationally when diag- 
nostic variables are involved—particularly studies of an epidemio- 
logical form. This has resulted in a UK/USA diagnostic project 
being sponsored in the UK by the Medical Research Council. 
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Care must be exercised therefore in applying results and conclu- 
sions of research from one country to another. However, broad 
differences are apparent in care, and it is probable that the basic 
minimum standard of psychiatric care in the UK is higher than in 
the USA and it has led some American psychiatrists to feel that 
this may have implications for the overall standard of care in the 


USA (Metcalf 1961). 


Psychiatric hospitals have always taken ‘undesirable’ cases in a 
system of health care; those cases which have often aroused dis- 
taste on the part of others, or been less likeable (Mapother 1929; 
Bennett 1972). In a similar way, psychiatric care has never achieved 
quite the same status in the eyes of the general public or the pro- 
fessions, as general medical care. The status lies with the general, 
and particularly the teaching hospitals. As long ago as the turn of 
the century, it was suggested in nursing, that ‘The whole condition 
of asylum nursing—we are only concerned here with female 
nursing—is unsatisfactory, and women of the right sort are much 
needed to throw themselves into the work; it is an open field’ 
(Maule 1909). There is not a lot of evidence that much throwing 
went on, or that there is any real change in relative status of psy- 
chiatric care as seen by other health professionals. 

We can see therefore, some of the constraints that have sut- 
tounded the development of psychiatric nursing in the first half of 
this century. There have been powerful forces maintaining a re- 
strictive framework for the care of psychiatric patients, and there- 
oie oy mena of psychiatric nurses. The fact that 

es FA ave indered the professional development of 
lid be ae sora is point has already been 
of the psychiatric nurse eet i a en ieee 

o change. It is therefore appro- 


riate i 
p: to examine these more recent changes in more detail, since 


they were the origi 
igin of new expectatio < schi- 
Spit pi ns for the work of psychi 


CHANGES IN PSYCHIATRIC CARE 


physician in charge of Hanwell Asylum, 
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abolished restraint. It provoked a debate amongst those caring for 
the mentally ill which was summarized in the report of the Metro- 
politan Commissioners in 1844 which formed the basis of the 
Lunatics Act of 1845. It was not until 1862 that the first voluntary 
admissions to licensed madhouses were sanctioned in England and 
Wales, and not until the 1890 Lunacy Act that the use of mechani- 
cal restraint was first regulated officially. The year 1923 heralded 
the opening of the first hospital to cater for voluntary patients both 
as in- and out-patients. In 1926 the Report of the Royal Commis- 
sion recognized a growing therapeutic optimism in caring for 
psychiatric disorder and also that there was little reason to main- 
tain the demarcation between physical and psychiatric illness. This 
led to the 1930 Mental Treatment Act. It enhanced the ‘patient’ 
status for those suffering from psychiatric disorder, allowed for 
voluntary admission to mental hospitals and recognized a status 
of ‘temporary’ patient allowing for their detention for up to 
twelve months. Out-patient clinics started to develop, and by 
1954 the number of new out-patients exceeded the number of 
admissions to hospital for the first time. 

In 1948 the National Health Service was created and provided 
for the needs of all classes of society and all classes of patients. In 
theory the mentally ill could, for the first time, receive equal 
treatment rights as the physically ill. The Royal Commission on 
the law relating to mental illness reported in 1957. The ensuing 
1959 Mental Health Act assumed for the first time that all mentally 
ill people were patients and would, if able, cooperate in treatment. 
Instead of being certified as of ‘unsound mind’ by a magistrate, 
they were examined by a doctor who, in signing an order for their 
admission to hospital, explained why the individual could not be 
treated as an informal patient. 

For the individual then, care has been supported by enlight- 
ened legislation in this century, which has diminished the amount 
of restraint exercised in controlling the mentally ill, and has led to 
them gaining a patient status, rather than being treated as an out- 
cast or prisoner. 


Technological and manpower changes 


Successive legislation served to help change the social milieu of 
care by questioning the value of restraint. The 1930s saw an in- 
crease in therapeutic optimism supported by the use of malarial 
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therapy and later, electroconvulsive therapy. Social Sp 
started during World War II and continued after the war, led to 
the establishment of therapeutic communities. The mid 1950s saw 
the introduction of a large number of psychotropic drugs which 
replaced the traditional paraldehyde and barbiturates. This in- 
crease in psychiatric medical technology was parallelled by an 
increase in diagnostic and other services ranging from specialized 
X-ray and laboratory facilities on the one hand, to developments 
in psychological testing on the other. Together with rapidly 
developing techniques of rehabilitation, it meant that the number 
of professionals concerned with providing care for the mentally 
disordered increased dramatically. They included social workers, 
psychologists, occupational therapists, workshop managers and 
so on. In other words technological advances brought in their 
wake an increase of specialist manpower concerned with caring for 
psychiatric disorder. 

The local authority services have reflected this trend. In 1959 
there were only 38 qualified social workers working in (the then) 
local authority mental health departments. By 1968, less than ten 
years later, and with the establishment of courses for the Certifi- 
cate in Social Work there were nearly 300 more. This manpower 
trend was supported financially by an increased spending on the 
part of local authorities in the area of mental health, and in the 


fourteen years preceeding 1964, spending had increased by 423% 
(Office of Health Economics 1965). 


How have these changes affected patients? 


The developments of 
trends in the mid 196 
in the fact that only 
hospitals was a com: 
to psychiatric hospi 


the late 1950s became well established 
Os. The diminution of restraint was reflected 
about one in five admissions to psychiatric 
pulsory admission (MoH 1969). Admissions 
tals in England and Wales between 1945 and 
1966 had tripled teaching nearly 164 000, approximately 50% had 
had one or more Previous admissions (MoH 1969). Attendance at 
out-patient clinics h: 
regions in the UK b 
(Office of Health E 
At the same ti 


me there was a dramat 


$ ic increase in day-patient 
care. In hospital wards, 


attendances varied in 1966 between 
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regions, from 0-5 to 11 per 100 000 population (MoH 1969). Day 
hospital care also became well established. In the three years end- 
ing in 1964 annual attendance more than tripled, reaching over 
1000 000. At the end of 1966 they reached 1500000 (Bennett 
1969). 

These changes in care patterns meant that more professionals 
were engaged in caring for those with psychiatric disorder and that 
they were being treated in new ways and in new places. It also 
meant that not only were more patients being cared for, but that 
a substantial proportion of them were needing repeated spells of 
care. 

For the psychiatric nurse, these changes required a two-fold 
development. The first meant that there was more to learn as 
technology advanced, and the second meant that there were more 
places for them to work, out-patient departments and day hospi- 
tals for example. ‘Community care’ was becoming a possibility. 


COMMUNITY CARE 


In 1953 the World Health Organization envisaged the custodial 
role of the mental hospital changing and acting as a base for psy- 
chiatric services to a defined geographical area (WHO 1953). This 
is a policy which, in an updated form, has been recommended by 
the Department of Health for the development of services in the 
UK over the past five years. 

The mid 1950s brought renewed hope for ‘treating’ psychiatric 
disorder with the introduction of phenothiazines. It is this develop- 
ment which is often seen as particularly enabling the schizo- 
phrenic patient to be discharged, and so pave the way for ‘com- 
munity care’. It was not such a simple process in reality; more 
probably it gave the psychiatrist confidence to discharge such 
patients, since in countries like Norway—where phenothiazines 
were introduced much later—they made little impact on the dis- 
charge pattern of schizophrenic patients (@degard 1964). Never- 
theless the possibilities of care being provided outside the mental 
hospital were recognized. 

There were several different points at which care emerged from 
the hospital settings, and it was influenced by an admixture of 
patient needs, and psychiatric ideologies of care. Each determined 
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the direction and extent to which care moved out of the hospital 
setting, and has formed the basis for the development of a number 
of different patterns of care which can currently be identified. 


Before describing the evolution of community care it is necessary 
to look in more detail at how the beliefs of psychiatrists influence 
the service they give to patients and families, their attitude to other 
staff and the measures they use in care. By doing this it is possible 
to understand more fully how services have developed in the way 
they have. 

Studies of psychiatrists have not been frequent compared, say, 
with those of psychiatric nurses. Some well researched studies 
have shown that psychiatrists—whilst often believing themselves 
to be flexible in care—behave in a fairly stereotyped way (Sabshin 
1966). In the USA these main ideological standpoints have been 
defined as ‘somatotherapy’, ‘psychotherapy’ and ‘sociotherapy’ 
(Strauss et al. 1966). Somatotherapy in its extreme is a physical/ 
medical system of treating psychiatric illness, whilst psychotherapy 


emphasizes a dyadic interactional treatment process between 


therapist and patient. Sociotherapy on the other hand emphasizes 
the interaction of many fa 


ctors as contributing to psychiatric 
disorder, and draws on knowledge from many disciplines in the 
provision of treatment and care. In the UK similar standpoints 
are discernible amongst psychiatrists and these serve to influence 
the care patients receive 


and the area of work undertaken by the 
psychiatrists (Freudenberg 1966). Some of the dimensions of con- 
trast are outlined in simplified form in the table below, and will 


probably be easily recognized by most psychiatric nurses who see 
psychiatrists come and go in their work area and who, it has been 
suggested, may feel in a position to judge the effectiveness of the 
various approaches (Rubenstein & Lasswell 1966). 

Table 2.1 illustrates the three types of st: 
erged from the hospital Setting to develop 
the hospital setting. For the 
evolution of ‘community c 


herapists and 


andpoints which em- 
care services outside 
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the’ patient at as early a stage of his disorder as possible on an 
out-patient basis. This process was lent a sense of urgency at the 
time since ‘institutionalism’ was seen as a major issue. The 
objective of treatment outside the hospital setting was seen as 
avoiding the handicapping processes induced by hospital care, 
which in turn were seen as inevitable. Short term treatment, in a 
day hospital or as an in-patient in a unit near to the patient’s home 
was then seen as only to be necessary for the most ‘disturbed’ 
patients. Small psychiatric units in a general hospital were then 
viewed as a logical development—partly because they were at- 
tractive in terms of parity of esteem for the somatotherapist 
with his general medical colleagues, partly because access to 


Table 2.1 Showing comparative psychiatric ideological standpoints 
i 
Somatotherapy Psychotherapy Social psychiatry 


Service given Acute psychiatry Acute psychiatry Acute and dis- 
abled patients 


Patients cared for General diagnos- Prefers ‘neurotic’ Of mixed ages and 
tic categories and younger diagnosis 


Time scale of care Briefor medium Briefor medium Medium, long 
term treatment term treatment term and con- 


and discharge, tinuing care 

then some ‘fol- 

low-up' 
Sees somato- A resource for A resource to be 
therapy as acutely ‘dis- used in continuing 


turbed’ patients care 


Sees psycho- A disposal for A resource to be 
therapy as younger, ‘diffi- used in continuing 
cult’ or care 
‘demanding’ 
patients 
Sees social A ‘disposal’ for A ‘disposal’ for 
psychiatry as ‘chronic’ patients ‘chronic’ patients 
Focus of treatment Patient Patient, and Patient, family, 


sometimes the children 
spouse or signifi- 

cant other e.g. 

mother of young 

person 
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Somatotherapy Psychotherapy Social psychiatry 
Methods of inter- Chemotherapy Dynamic Uses those of 


vention preferred 


and other 
physical treat- 
ment 


relationship with 
patient crucial; 
development of 
understanding 

of patient's feel- 
ing and actions 


somatotherapy and 
psychotherapy; 
additionally, uses 
multifaceted tech- 
niques derived 
from educational 
as other social 
theories 


Patient's diffi- 
culties seen as 


Largely of 
physiological 
origin, if cause is 
unknown then it 
will be dis- 
covered, prob- 
lem lies ‘in’ the 
patient 


Largely psycho- 
dynamic in 
origin—events 
in early life are 
of major impor- 
tance; problem 
lies ‘in’ the 
patient, but may 
be reinforced by 
others 


Multifactorial—an 
interaction of 
individual and 
environmental 


processes over the 
life cycle 


Other professional 
staff seen as 


Location preferred 


Prevention 


Working under 
their direction 


Working under 
supervision 


As resources with 
their own skills to 
contribute to 
solving problems 


In-patient unit, 
and out-patient 
service 


In an out-patient 
service 


In-patient service, 
out-patient service, 
day hospitals, day 
centres, rehabilita- 
tion work shops, 
ete. 


Early treatment 
of illness as it is 
identified 


Prophylactic 
psychodynamic 
intervention in 


childhood 


Anticipation of 
crises by con- 
tinuing care, e.g. 
in attempted 
suicide vulnerable 
schizophrenics, 
etc. 


€ second path concerned the care 


Patient. Rehabilitation e fo of the more disabled 
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abled patient in a family slowly became recognized, and this led 
to the situation where those caring for more disabled patients 
were able to negotiate with local authorities for social work 
services to help families, and to cooperate in setting up day 
hospitals, day centres, rehabilitation and sheltered workshops. 
Slowly the efficacy of consistent occupational rehabilitation was 
recognized (Wing et al. 1964; Freudenberg 1967), the influence of 
family relationships on the course of schizophrenic patient’s dis- 
order (Brown et al. 1962) and further longer term studies clarified 
the complex nature of the care of the schizophrenic disorder 
(Brown et al. 1966), and the effect of parental disability on children 
in a family (Rutter 1966). As ‘community care’ started to develop 
along its two paths the psychiatric nurse’s part was unclear. As the 
care of the more ‘acute’ patient was managed more and more out- 
side the hospital, the next apparently logical development was to 
have psychiatric nurses working like their general trained counter- 
parts in a fashion modelled on general medical care. In other 
words, as a sort of ‘Health Visitor’ or ‘District Nurse’. This was 
given further impetus as the old ‘Mental Welfare Officer’ began 
to disappear and social work moved towards establishing Certifi- 
cate in Social Work Courses, and so to generic practice. 

In 1967, an unpublished study by the (then) Royal Medico- 
Psychological Association showed that over 200 psychiatric 
nurses were employed in work outside the hospital setting. The 
current figure has increased vastly, but is not accurately known. 

It is possible to summarize what was, and still is, in many 
places seen as being the constituent parts of psychiatric com- 
munity care (Table 2.2). 

Table 2.2 illustrates the main characteristics of many schemes 
of adult psychiatric community care in the UK today. There are 
many small variations, and a few schemes have different ‘models’ 
based on family therapy and so on. 

However, the second pathway along which care emerged from 
the psychiatric hospital—that for the more disabled patients— 
was parallelled by long term studies which raised questions, the 
answers to which prompted a rethink about both the theory and 
practice of psychiatric community care. Questions like, ‘Given 
the long term nature of much psychiatric disorder, and its social 
consequences, are we tight to see it in purely medical light?’; ‘Do 
disabilities disappear if admission to hospital is prevented?’; ‘Do 
people get disabled in the family?’; ‘What about those who do 
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not live in families?’; ‘What about those damaged patients who 
persistently behave deviantly in a gross visible fashion—do we 
have a first and second class service?’; ‘How much of a burden 
should family and neighbours be asked to shoulder—and what 
factors influence the individual’s and group’s ability to cope?’; 
‘Are there good points of institutional care that are still needed 
and from which we can learn—if so how?’, and so on. 


Table 2.2 Summarizing the characteristics of ‘community care’ for more 
‘acute’ patients, in a largely somatotherapeutic scheme of care 


ne ee 


Aims of care To treat the patient as quickly as possible and mini- 


mize time spent in hospital 


Methods used _ Largely physical 


Locus of care Largely ‘in’ the community 


Preventive measures Largely ‘preventing’ admission to hospital and then 


‘preventing’ a recurrence of the illness 


“main- 
Nurse’s part in care ‘Following-up’ the patient to see that they were ‘main 


taining progress’, In particular, to sce that they were 
taking medication, and to carry out other ‘medical’ 
requirements. Nurse seen as a community nurse; works 
mainly as ‘domiciliary’ or ‘out-patient’ nurse 


The mental hospital Something ‘bad’ and to be avoided because it ‘dam- 

seen as aged’ patients by producing secondary institutional 
disabilities 

The family 


Helped by keeping the patient's illness or symptoms 
under control 


Other professionals Not teally necessary—social worker needed to take 


family history and sort out social benefits 


Admission to hos- Only for severely ‘ill’ patients who need control for a 


pital of unit time 

Discharge As early as possible to GP informing him of medica- 
tion the patient is taking 

Preferred work area 


Out-p 


atient clinic, day hospital, domiciliary setting 
Comparative model 


General medical care 


ee Getei O OO 
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Towards a new definition of 
‘community care’ for psychiatry 


The word ‘community’ came under scrutiny and it was recognized 
as having little meaning in the context of care in which it was 
usually used. In the sense that it means a group of people who live, 
work and play together and are never indifferent to each other 
(Frankenberg 1966) and who have an infinite capacity for helping 
each other, then a community is an exception rather than the rule 
in suburban Britain today. In the sense that ‘community’ is said 
to have a number of aspects (Parsons 1960) which include resi- 
dence, work and complex networks for the exchange of goods and 
communications, then too many vulnerable individuals will be 
left out of such structures to make the delivery of services prac- 
ticable to those in greatest need. 

We can conclude therefore that ‘community care’ for psy- 
chiatry is generally used in a way which means in practical terms 
‘care outside hospital’. Nevertheless the questions raised above, 
prompt more concise thinking about ‘community care’ for psy- 
chiatry. Thinking which takes into account the contribution of 
disciplines other than medicine and nursing, which includes 
‘time’ as a significant variable to acknowledge long term disa- 
bilities in often young ambulant psychiatric patients and which 
recognizes mechanisms which can begin to comment on the 
efficacy of services. One such statement (Sabshin 1966) sees 
psychiatric community care as utilizing the techniques, methods 
and theories of social psychiatry and the other behavioural 
sciences to investigate and to meet the mental health needs of a 
functionally or geographically defined population over a signifi- 
cant period of time, and the feeding back of information to modify 
the central body of social psychiatric and other behavioural 
science knowledge. 

In other words the place where care is given is less important 
than testing out and evaluating new methods and changing what 
care is given as a result. This means a continuing process of shared 
care, with an acknowledgement that time (continuing care where 
needed) is more important than where (in hospital or outside) care 
is given. An individual’s social performance in occupational, 
domestic and other social roles becomes crucial to their acceptance 
by others with whom they work, reside and play. Thus rehabilita- 
tive techniques become a central feature of practical care. In such 
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a scheme of care, it is less important that the nurse is a ‘com- 
munity nurse’ and compulsively pays domiciliary visits, but that 
she understands the difficulties experienced by the patient and can 
appreciate the expectations of those with whom the patient works 
and lives. She can then devise ways in which the problems the 


patient experiences can be solved in whatever setting is appro- 
priate. 


It is possible to summarize the characteristics of such a scheme 


of care, and compare them with the present widespread practice 
summarized previously (Table 2.3). 


Table 2.3 Summarizing the characteristics of ‘community care’ for all 
patients in a more social psychiatric scheme of care 


————— eS eee 


Aims of care To maintain the patient in his normal social roles for 


as long as possible, and then to rehabilitate to perform 
more normally within the limits of his capabilities in as 
normal a social context as possible 


Methods used Physical, psychotherapeutic, groups for sharing ex- 


periences, education, recreational and normative 


functions; educational processes and theories of 
coping, etc, 


Locus of care Variable, in the settings most suited to patients’/ 
families’ needs 


Preventive measures Anticipating crises by continuing care, preventing 


recurring suicidal attempts, preventing recurring 
statutory admissions; preventing family burden, etc. 


Nurses partincare To provide continuing care matrix particularly for 


vulnerable patients; to provide rehabilitative care in 
the most appropriate setting, and to provide the team 
with up to date information and assessments for 
decision making. May use peer groups for providing 
continuing care—provide a ‘drop-in’ service in a unit 
or a ‘weekend’ service. Work as a group to cater for 
intercurrent needs and demands on a 24 hour basis for 
known patients 

T 5 
me hospital — ae provide a useful service in gonia 
ch cannot be replicated near a patient’s 


home, and out of which some lessons in social care 
can be usefully learned 


Thefamily May eater @ a GQ 
family May suffer a burden, and may need help to do so; 
u ds of family members need to be watched over and 

amily crises foreseen 
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Other professionals Needed to contribute a wider view of the patient, 
family and care processes to help team increase its 
understanding and to formulate short term and long 
term plans in care 


Admission to To achieve a stated purpose e.g. anticipating a crisis, 
hospital /unit or for the purposes of social regulation of behaviour 
Discharge Part of a prepared and planned process, for which 


plans are made and longer term aims stated, but which 
is unimportant in itself except as a transitional stage in 
continuing care 


Preferred work area Inall settings—each have advantages and disadvantages 


Comparative model Educational 
ii i 
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MODERN DEVELOPMENTS IN 
PSYCHIATRIC NURSING CARE 


CJ Harries 


PRIMARY HEALTH CARE TEAM AND 
COMMUNITY PSYCHIATRIC SERVICE 


‘Community care’ is frequently seen as based on primary health 
care, in other words, general practitioner based. It is often con- 
tended that the general practitioner is the only person who ‘knows 
the total family’ or ‘sees all the problems’. Like the term com- 
munity, this notion probably needs further thought. It is probably 
most true in rural areas. In urban and suburban populations, with 
higher family mobility, with temporary populations (e.g. student 
groups) and other fluid characteristics, it is probably less true. The 
evidence suggests that there are three main areas of overlapping 
psychiatric need which are each seen by the three distinct parts of 
the health service, and less by the two others. 

The general population of the psychiatric hospital constitutes 
one very large area of need. Currently it is provided for by psy- 
chiatric teams, but the severest problems may remain invisible to 
general practitioners and general hospitals. They tend to become 
partially visible when resettlement of the more disabled—and 
Particularly psychotic—patients is undertaken, and when the 


shorter stay ‘disturbed’ wards are managed in a more open way. 
Many general practi 


} tioners, with notable exceptions, do not like 
treating psychotic p 


trea atients (Walton 1968) and have a somewhat 
indifferent attitude to 


Psychiatric practice (Shepherd et al. 1966). 

On the other hand, the general practitioner sees a large number 

of patients whom he may or may not recognize as requiring psy- 
chiatric help. Estimate: 


PANE S vary as to the extent of psychiatric mor- 
bidity in general practi 


ice both in the UK and the USA. In the 
40 
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UK it has been suggested that about 34% of the population con- 
sulted their general practitioners for ‘formal psychiatric illness’ or 
psychosomatic conditions (Watts 1962). It is clear also, that of 
those problems coped with by general practitioners, a high propor- 
tion are seen as ‘neurotic’ and many suffer from the emotional 
repercussions of chronic disease and physical disability. The 
‘psychiatric’ population seen by a GP differs therefore from that 
normally encountered by psychiatric hospital based personnel. 

There is a third section of need which, whilst recognized as 
existing, largely bypasses both the psychiatric team and the general 
practitioner. The need is usually met on a repetitively short term 
basis by casualty and accident departments. The problems usually 
present as drunkenness, non-specific ‘collapses’ or attempted 
suicides (Watson 1969) and attend more at night than during the 
day. Whilst they represent a substantial area of need, they fre- 
quently provide a problem.of patient behavioural management for 
the nurses receiving them, which usually remains unrecognized on 
the part of medical staff and professional management. Certainly 
the nurses have to manage such patients whilst medical staff have 
other patients to see and the professional and nursing administra- 
tion are not there anyway. 

These three overlapping but distinct areas of psychiatric need 
pose a problem for psychiatric services in the UK which have had 
—and still have—very real development limitations imposed on 
them in terms of manpower. Hill (1969) has cogently argued in an 
overview of problems that such needs cannot be met without 
very substantial increases in manpower resources for psychiatry. 
Certainly to see additional psychiatric nurses working wholly in 
general practice could require an estimated increase in the order 
of 7000 psychiatric nurses, assuming each worked with three 
GPs in a group practice throughout England and Wales! 

Whatever the final pattern for psychiatric care proves to be, 
there is already increasing contact between psychiatric nurses, and 
general practitioners and the genetal practice based nurses. If the 
severe limits on expanding psychiatric services continue, then the 
question of the feasible relationship that can be achieved between 
primary health care teams and the psychiatric nurse, needs to be 
examined, since it would not be reasonable to expand any work- 
load permanently and dramatically without first having the re- 


sources to meet it. 
What seems to emerge from practical developments so far, is 
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hi ay be two areas in which a psychiatric nurse can = 
chic te primary health care teams (and indeed to nen 
SE aes service) without a need for a e a 
resources, and without unbalancing the work 6 a ha east 
team. The first area involves helping to increase Lane | 
health care team’s understanding of the patient’s pia AT 
behaviour, and, where appropriate, suggest pe gi pi 
physical treatment (e.g. medication) in the ~ sbi Tice 
psychiatric clinical team’s usual experience an : we sxe 
second area involves making practical suggestions a th nee ad 
ment of problems, drawing on their own [poe ber ie 
experience. The latter may be particularly useful, ore Stes 
the care of so-called ‘confused elderly’, which is an Pe a 
creasing need, and sometimes served by general practi 
Personnel in old people’s homes for example. 


I 
f... were having a terrible problem with a lady in an wee aie i 
home who was just not with it any more. She was con a ft 
chair and looked rather blank and agitated. She proved to | De E 
heavy dose of largactil, and had previously been ye ape 
other people’s rooms. Her room was towards the end of a corr = 
with lots of others. We tried taking her off the largactil and givir a 
her a room next to the lounge which was difficult for her to oaf 
take, an dmade sure that she was taken to it for the first coup e h 
days. I went back again last week and they reckon she’s muc 


j he 
better, although she still wanders a bit towards the end of th 
dayo ou 


ive’ ion- 
These two possible areas involve a type of ‘consultative’ relati 

P. Whilst it implies a sapiential expertise 
have more the flay 


sharing experience. 


i i ice it can 
shi , in practice = 
our of working together on problems a 


Alternative relati 
health care team 


The forging of links betwee: 


as exercised professional 
years, Particularly in psyc 


onship model for primary 
and specialized care team 


n general practice and specialized reams 
l imagination and practice for many 

hiatry behavioural crises can arise which 
can strain such relationships. One interesting development in this 
area has grown out of an experiment in the care of the elderly 
(Savage & Widdowson 1974) in a Psychogeriatric ward. The ex- 
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periment involved psychiatric nurses looking at the needs of 
patients in their ward, this was visited weekly by a local authority 
social worker, who became acquainted over the period of a year 
with the ward team’s researches. The ward nurses were then 
invited to assess elderly patients referred to the local authority 
social service team, since their assessment complemented the social 
work assessment. At the same time, on the suggestion of the con- 
sultant psychiatrist, the ward ‘gave’ some beds to the local 
authority social work team, advising them how they might best be 
used in the light of the joint assessments, but leaving them to be 
managed by the local authority social workers, although providing 
planned care for the patients admitted, and contributing to the 
management of patients who are not admitted to hospital (Wright 
& Savage 1975). 

Whilst this experiment cuts across the traditional referral 
mechanisms between general practice and hospital, the evidence 
so far seems to suggest that needs can be met more quickly, that 
ward nursing teams have an increased contact with general practi- 
tioners and that the problems and complexities of care can be 


shared more widely. 

It is interesting to speculate i 
be adopted in other branches of p 
adult services, although the proposa 
daries to care is not new (Harries 1970). 


f this type of development could 
sychiatry, such as the acute 
] of having permeable boun- 


2 
The primary health care team—@ gatekeeper role? 


Some of the points discussed above oe 
telationship between the primary health care team, and the more 
Specialized psychiatric team, given the bigE of current problems 
cing managed in psychiatry, and the real limitations on manpower 
developments. In one sense it is the primary health care team 
(GPs, social workers, health visitors and district nurses) =e A 
as ‘gatekeepers’ for psychiatric care. It is often they ee make 7 
first moves towards defining psychiatric propias iane an 
trying ways of coping with them an then deciding whether or not 


More specialized psychiatric services ate 


point consistently to a general 


needed. 


The nurse and the social worker 


ivisi i as in in- 
Divisions of labour exercise the professions as much 
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dustrial disputes, but are perhaps fought more covertly and in a 
more sophisticated manner (Rushing 1964). It is evident that the 
nurse and the social worker come from very different backgrounds 
and not only are their professional educational experiences differ- 
ent, but that the way their work with clients is organized nein 
forces this as well. Nevertheless, in practice it seems that a division 
of labour falls fairly neatly between the two in most existing 
somatotherapeutic schemes of care, although this is not to say 
that it is always seen as satisfactory by either party, although in 
many other instances it proves to be welcomed by both. 

The nurse is usually seen to follow up a caseload of patients, 
ensuring that the patient’s clinical condition is satisfactorily main- 
tained and that they continue taking their medication. Where the 
general practitioner provides the medication, then the nurse 
liaises with the general practitioner if needed, an 
facilities, if an admission to hospital is needed. Moditen and 
Modecate ‘clinics’ are a popular development at which patients 
receiving regular depôt phenothiazines can have their psychiatric 
condition assessed by an experienced nurse, and receive a further 
injection. 

There are conflictin: 
such a clinic or wheth 
‘Whilst there are stron 


d the psychiatric 


g views as to whether a nurse should run 
er it is the responsibility of a psychiatrist. 
g views held for both points of view, it is 
clear that, with the high mobility of most psychiatric senior house 
officers and registrars, and the apparent need for long acting pheno- 


thiazines to be given outside ‘office’ hours, an experienced pae 
chiatric nurse, who has access to medical resources in the team 1 
needed, is frequently 


the person best qualified to take on this 
responsibility for the team. 


Lithium carbonate is a drug now in widespread use which 
needs regul itori 


3 he clinics which provide this continuing 
care service. 


r ae social worker is usually seen as gathering a social history; 
es ping both the family and the patient in practical ways ovet 
nances, social benefits and helping the family gain other resources 
they may need eg. 


ie home helps, nursery school places and so 
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munity’ idi inui i 
. a to providing continuing care irrespective of its geo- 
graphical location. They can be summarized as in Table 3.1. 


Table 3.1 


A suggested division of labour between psychiatric nurses and 


PETI i sae aie é 
ial workers in a team providing continuing social psychiatric care 


Nurses 


Social Workers 


Service—time 


Provide a continuous 24 
hour service as a group, 
to patients known to 
them 


Intermittent service by 
individuals 


Service— place 


Service—focal person 
Aims contributed to 
Needs met 
Potential for 


behavioural regulation 


Activities 


Located in a unit, but 
quite free to leave when 
they need to, or are 
needed to 


Primarily the patient; 
secondarily the family 


Mainly intermediate and 
short term 


Intermediate and short 
term 


Potentially more con- 
trolling 


a Supporting patient 
through crisis 


b Providing a problem 
solving environment for 
patient 

c Providing a con- 
tinuing assessment of 
patient for the team to 
revise their aims and 
goals 

d Maintaining the 
team’s aims and goals for 
patients in any setting 
in-patient, day patient, 
out-patient, domiciliary, 


etc. 


e Maintaining ‘medical’ 


Located in their office 
when not undertaking 
domiciliary visits, etc. 


Primarily the family; 
secondarily the patient 


Longer term 
Longer term 


Potentially more sup- 
portive 


a Assessing family 
relationships and their 
effect for the team, so 
that aims and goals can 
be formulated 

b Assessing help 
required by family 


c Providing this help 
through casework or by 
gaining assistance from 
other agencies or from 
within the team 

d Maintaining the sup- 
portive measures for the 


family 


——. regimes of treatment 
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This way of dividing labour between psychiatric nurses and the 
social worker is one which can make use of the complementary 
strengths of each profession. Certainly it strengthens those parts 
of a team’s service which are frequently acknowledged by the 
members themselves as in need of strengthening, although ex- 
pressed as a judgement of the shortcomings of the other profes- 
sional group. Social workers, for example, sometimes complain 
that nurses can be ‘too controlling’, or at other times that a 
hospital ‘won’t take difficult behavioural problems’. Equally 
nurses complain that ‘you can never get hold of a social worker 
when you want one’. Each suggests implicitly that the other 
group should have the characteristics of themselves, which cannot 
be, given the working methods of each group and the range of 
need to be met. It is better that care should be shared and the 
strengths of both groups used together. 

The suggested model, and divisions of labour is obviously 
most appropriate for the two-thirds of the UK population which 
are in urban or suburban settings. In rural areas other strategies 
may be most appropriate, such as using out-posted psychiatric 
nursing services related to a psychiatric clinical team, Such out- 
Posted services however, tend to be somewhat generalized in their 
approach, and an outstanding problem involves coordinating theit 
work with more specialized psychiatric services which may exist, 
such as those for alcoholism, the elderly, adolescent and child 
psychiatry and rehabilitation services. It is a problem requiring 
ingenious and creative answers, and experimentation. 


The developments described so far have shown some of the newer 
care developments which have formed the basis of changes in the 


qos of the psychiatric nurse, In most instances they are part of a 
clinical team. Whilst the nurse carries out a variable number of 
tasks, her activ: 


ities in relation to other members of a clinical team 
need further 


: thought. Teamwork does not just ‘happen’. Patterns 
of teamwork vary as do roles, 


THE NURSE’S ROLE: TEAMWORK 

Mears 
ae already been made of the dilemma posed for psy- 
a i who at one time carried out all patient care, and are 
© Increase of other Professional groups—in the posi- 


Modern developments in psychiatric nursing care 47 


tion of defining their role in relation to these others in the same 
team. What is quite clear is that there has been little agreement 
over psychiatric nurses’ roles. Nurses have often tried to say what 
they thought they should be doing. This self-conception of role 
can be problematical when it is at variance with that which others 
expect of them. This is readily observed in a clinical team situation 
where a professionally orientated psychiatric nurse believes that 
she has a psychotherapeutic role to play in purposefully counsel- 
ling patients about problems, and medical staff have a largely 
somatic orientation to care and expect the nurse to behave more 
like her general nursing colleagues, by interacting with patients in 
a soothing, reassuring, ‘have-faith-in-the-medication’ fashion. 
Similar problems can arise with nurses who have a somatic orien- 
tation to care who find themselves working in therapeutic com- 
munity settings. Such conflicts are well described in detail both in 
industrial (Kahn et al. 1964) as well as psychiatric settings (Strauss 
et al. 1964), It is important to clarify some of these points briefly, 
not only because they have implications for the way a team works 
together, but also since different solutions to problems may be 
suggested by distinguishing between the origins of stresses. 

A professional who works in isolation is freer to define his 
own role. Providing the definition is accepted by the client, then 
little conflict occurs although the professional may have to make 
clear what they have to offer to the client during initial contacts. 
This sort of relationship is most easily seen in individual psycho- 
ork’ relationship. However this is not team- 
lies a number of professionals working to- 
gether, and bringing their special skills and expertise cumulatively 
to bear on problems of common concern. It also brings into play 
the expectations that each professional has of the other. Divergent, 
or differing, expectations between professionals can produce role 
conflict’. Role conflict, which is not necessarily easily resolved, 
can sometimes be resolved by open discussion leading to con- 
sensus over the expectations that each team member holds for the 
ot. 3 

ok conflict is often confused with, but needs to be distin- 
guished from, ‘role ambiguity’ (Kahn et al. 1964). Role ambiguity 
occurs when an individual is not able to meet the expectations of 
others because he does not possess the necessary information, 
training or skill to fulfil the expectations. Unlike role conflict it 
is unlikely to be alleviated by reaching consensus within a team. 


therapy, or a ‘casew! 
work, Teamwork imp 
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Indeed this process is only likely to make the individual feel more 
uncomfortable and the situation worse. Its solution has to be 
sought by an educational process which enables the individual to 
gain the information, training or skill needed to meet the new level 
of expectations. 

These are practical issues relating to teamwork, and whilst they 
can help suggest solutions to problems that team members en- 
counter in working together, they shed little light on the role of 
the psychiatric nurse. 

The notion of ‘role’ is one that often suffers from vagueness. 
As has already been suggested, the idea of role can often be a uni- 
lateral statement of what one professional group believes it should 
be doing, but this is not necessarily helpful in teamwork. A fur- 
ther technique used to define role—particularly in this age of 
management training—is that of ‘task listing’. It has been popu- 
larized by the preparation of ‘job descriptions’. The drawback in 
using this technique is that attention can remain focused on the 
tasks carried out, to the detriment of what they seek to achieve. 
Equally what is stated as being done may differ from what an 
individual or group actually does. After all it is often simpler, 


easier and less anxiety provoking to focus on tasks for their own 
sake, than what they 


to the discussion to 


be seen as ‘behaviour which is system 
tmed by a person who is accepted by 


GOALS OF TREATMENT AND CARE 
W : 
pa Enay apparent in looking at the work that psy- 
dramatically al undertake is that the factors that influence it most 
the care prey ides distinguish it from the work of others in 
ituation (Mauksh 1966). In hospital, nurses for the most 
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part provide a round-the-clock patient centred service. This means 
that they provide continuity of care in both ‘time’ and ‘place’. It 
also means that they work mainly as a group of nurses for a 
group of patients. Most other professional staff are trained to use 
personal skills, rather than expecting from the outset to work to- 
gether as a professional group. Indeed, they neither expect to 
give a round-the-clock service, nor to remain with the same group 
of patients for their work. They tend to ‘come and go’ in wards or 
departments. Nurses remain. This serves to distinguish the work 
of the nurse from other professionals. 

In any team situation, therefore, it means that the team’s ex- 


pectations of patients have to be maintained by nurses who remain 


with the patients. Whatever measures are agreed or prescribed as 


necessary to achieve the team’s goals for patients, therefore, 
largely fall to the nurses to carry out. It is the nurses who ‘work 
through’ these measures. It is the nurses who give medication to 
patients regularly, see that patients get to the psychologist’s office, 
Occupational therapy, or to the hairdresser’s on time. Nurses, — 
therefore, synthesize a programme of goal-directed activity around 


patients on behalf of the absent members of that team. In relation 
to the team’s work, the nurse’s work can be seen as “instrumental 
L-directed. This can be seen 


(Parsons & Bales 1955), in that it is goa : 
as a secondary activity for nurses in that it is delegated to the 
nurses by others. 

Within the care situation, however, any nurse knows that 
things are not so simple. Although medication, for example, may 
be prescribed for a patient, it is the nurses who have s order it 
from the pharmacy, clarify the prescription with the pharmacist, 
release a junior nurse to collect it, find the patients at agreed inter- 
vals, as well as spend time explaining, persuading, or even cajoling 
the patient into taking it. It means that the nurse pemr tie 
Practical intermediate steps to achieve the longer term goats for 
Patients. Nurse goals become intermediate to the longer term 


goals of others. 


Keeping the balance 

3 f is more 
The social environment in the care situation, cee potentials 
complex. It is a social setting with the components See They 
of other human situations. Patients até not passive objects. 


fuse 
ave continuing and changing needs and wants. They refus 
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measures thought to be for their benefit. They argue, become de- 
pressed in relation to social events in the ward, act out and behave 
as ordinary capricious human beings. Team goals for patients can, 
in such circumstances, be defeated or delayed. It is the nurses, 
therefore, who smooth down the patient who is hysterical after 
seeing the doctor, or after a clash with a relative or another 
patient. They act to maintain an equilibrium in the ward or unit, 
and to bring events back on an even keel. Since re-establishing the 
equilibrium enables and facilitates goals being achieved again, it 
can be seen as an ‘expressive’ role (Parsons 1955), and a primary 
nursing activity, since it is not delegated to nurses by other team 
members, like the more instrumental activities. 

Expressive activities regulate the behaviour of patients. It is 
evident that nurses are also any team’s agent of actual social con- 
trol. The suicidal, destructive and aggressive patients are cared for 
by nurses when other team members are elsewhere. In some 
instances physical control is needed, and not surprisingly, it is the 
nurses who exercise this function, with all the complexities and 
problems that it involves in relation to other team members. 


Keeping the team functioning 


Except in a few heavily staffed units, professional time is at a 
Premium. The nurses’ activities, as described, mean that the ex- 
Pectations of the team have to be maintained by the nurses. The 
the most part it is nurses who draw 
fessional staff to matters which fall 
re specialized activity. For example, 
n a patient is recognized as having a 
not taking medication; or the social 


mponent team members, and so the 


needed to accomplish the team’s work. This 
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Through the nurses’ eyes 


The nurses’ role behaviour is complex. Nurses work as a group, 
providing continuity of care for a group of patients and, when 
necessary, they act as the team’s agents for social control. They 
maintain the social equilibrium in a unit, and manage the inter- 
mediate steps in achieving the team’s goals for patients, as well as 
preserving the team members’ more specialized role activities and 
the team’s work directedness. All this implies close contact with 
the group of patients being cared for. This contact also tends to 
mean that the picture nurses build up of patients is more compre- 
hensive than that of other team members. Since they are often 
almost part of the ward furniture, they see patients eating, sleeping, 
swearing, arguing, dressing, washing, hunting for tights, complain- 
ing about husbands or boyfriends, or wondering where their next 
packet of cigarettes is coming from. This mass of important social 
information is superimposed on a more clinical picture. Signifi- 
cantly, it can also be rapidly cumulative, since nurses can build up 
this picture by pooling their impressions as a group. It is much 
more difficult for other team members to compile such informa- 
tion, particularly since they tend to see patients in an office situa- 
tion, or only in groups. This further emphasizes the potential con- 
tribution of nurses in a team situation, although the extent to 
which it is used will depend largely on the predominant ideology 
in the team, the way it organizes its work and the extent to which 
it recognizes the social process of rehabilitation as being a signifi- 


cant part of its activities. 


Although these factors will serve to influence the extent to 


which the nursing group’s potential is realized ina team, it does not 
mean that in those situations where it is underused the situation 
cannot be changed. There are accounts of perceptive nurses 
changing the attitude of others towards patients (Elder 1963) using 
empathy and understanding wider problems. Similar processes 
can be seen at work in clinical team situations, although to harness 
the potential of the nursing group fully, it probably needs to be 
made a more conscious and purposeful problem solving process. 


Notions of teamwork 


linical team has gained currency in much of 


The notion of a c ; ; 
It is a commonly used idea, 


psychiatric care in recent years. 
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although the process by which component members of a team agree 
and sanction each other’s activities in teamwork is complex and 
the outcome sufficiently variable to suggest that the notion itself is 
both understood, practised and experienced in very different ways. 

It is perhaps most practical to observe that different teams 
work in different ways and that it is seen by all as teamwork. In the 
sense that the team is largely satisfied that its goals are being 
achieved, then rather than suggesting that one method is ‘better’ 
than another, it is perhaps more pertinent to observe that there 
are alternative models of teamwork. Some may be more appro- 
priate to the availability of leadership resources or dependent 
upon the ideology that a team adopts in its care of patients. 

The traditional type of team works in an hierarchical fashion. 
The authority for its work is seen as stemming from its medical 
members, who are usually viewed as the source of orders and 
instructions for the rest of the team who carry out these instruc- 
tions and the general agreed policy of care. Such a way of working, 
modelled on the general hospital style of care, 
particularly if it is mutually 
Amongst the problems it may 
from not fully realizing the pot 


those problems associated with 
care. 


can be successful, 
satisfying to the team members. 
engender are those which result 
ential of all team members, and 
a rather stereotyped pattern of 


Such a hierarchical way of working usually 
part of both leadership and decision making with the medical 
member of the team, who is thus put in the position of a manager. 
Quite apart from the fact that most hospital medical staff cannot 
actually be managers, the nature of leadership in a team can be 


much more complex (Henry 1957), Frequently a leader emerges in 
a group who can most 


going. He may 


locates the largest 
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component members to act purposefully, both in concert and in 
each other’s absence, without having to delay decision making for 
reference to one member of a hierarchy. 

In practice, such teams usually share decision making after 
full discussion between team members, enabling all members to 
contribute to the decision and agree the outcome. It means that 
the final agreed decision reflects the views of all members of the 
team, and that all members accommodate to others’ views by 
understanding the issues involved, and choosing a solution to an 
issue which all or most members can support. 

The notion of sharing decisions in this way (and they may be as 
wide ranging as policies over the admission of patients on the one 
hand, to policies over the management of particular groups of 
patients on the other) is not attractive to some professionals, 
particularly those who have had a training which focuses on their 
performance as individual practitioners. Additionally, the idea of 
sharing decision making may not be seen as necessary. It may even 
be painful, particularly to the professional who is convinced that 
he ‘knows best’. However, there is a clear need for teamwork in 
psychiatry, which has long been recognized. 

Galbraith (1966) has suggested that decisions come not from 
individuals, but from groups, which contain people possessed of 
information, or with access to information that bears on a particu- 
lar decision, together with those whose skill consists in extracting 
this information and obtaining a conclusion. He further comments 
that it is through groups that men act successfully on matters 
where no individual, however exalted or intelligent, has more 


than a fraction of the necessary knowledge. 


THE QUESTION OF SUPERVISION 


During the custodial era of care, the work of psychiatric nurses 
had a high potential for supervision. Indeed, the very open lay- 
out of wards, with the lack of privacy for patients, meant that 
patients and staff were readily visible. The nursing staff could 
easily be distinguished from the patients since they were uni- 
formed. Anyone entering such a ward could readily see what was 
happening. Other categories of professional staff, such as doctors, 
social workers and psychologists were not only un-uniformed, but 
tended to see patients in private in an office. 
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Insofar as supervision by a senior person acts as a check on 
performance, then it is not surprising that the visibility of nurses 
produces a conformity in their behaviour, and that supervisory 
processes have tended to emphasize details of uniform, routines 
that can be seen to have been performed (such as bedmaking) and 
so on. For the other groups who usually work less openly, then 
any supervisory process is more difficult, and is theoretically 
undertaken more by mutual consultation or discussion, than by 
openly examining the other’s work. The difficulties in this are 
implicitly acknowledged for consultant medical staff by the exist- 
ence of ‘three wise men’ in most medical practitioner organiza- 
tions, who in extreme circumstances can examine a colleague’s 
professional performance. 

The problem of exercising this discussional form of super- 
vision can be that the supervisor needs to understand fully the 
problems encountered by the practitioners in order to discharge 
their responsibilities. In such circumstances a form of agreement 
between supervisor and supervised over the way problems should 
be seen, and the general approach for tackling them, can help the 
supervisor feel that he is supervising the invisible in a satisfactory 
way. In other words, a more ideological conformity can be a 
solution to this type of supervisory difficulty (Coser 1961). It is a 
process readily observable between consultant and registrar, or in 
casework supervision in social work. 

Many recent developments in psychiatric care have involved 
nurses being less easily or readily observable in their work (quite 
apart from the fact that more recently constructed units have given 
patients and, therefore, staff more privacy). In many hospitals 
nurses are no longer uniformed, which brings further difficulties 
for traditional supervisory processes (Brands 1971). Additionally, 
the formation of teams—if they work in an open way and all 
members contribute to decisions made—can produce conditions 


3 : 

f openness between the professional members, which can act as 
a powerful supervisory process in itself. 

3 , : 

K T nurses to move from a system of high supervision by 
oad administrators, to a situati 

etween diffe: 

iff on problems acts 
S A : » May not be easy; either for nurses who 
fo o what new relationship to strike with the nursing 
i OT, OT vice versa, or for other professional staff who 
ccustomed to working so Openly as nurses. 
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Certainly the traditional system of supervision in open situa- 
tions enabled ‘discipline’ to be exercised fairly quickly and easily 
over nurses in a rather bureaucratic way. To work in new team 
systems, with a growing allegiance to the team, or unobserved 
outside the hospital’s boundary, means the development of more 
internal self-discipline on the part of nurses, which is based more 
on agreements within a team and greater sensitivity to the con- 
sumer public’s wishes, than to the traditional norms of psychi- 
ing to, and developing more profes- 


atric nursing. It means worki 
reliance on blanket bureaucratic 


sional standards, with less 


controls. 
The problems for the nurse administrator in changes in such 


supervisory processes should not be underestimated. The feeling 
of certainty and safety provided by clear universal rules and regu- 
lations is not easily replaced. Indeed, in this era of management 
training, the term ‘policy making’ may offer a way of substituting 
another set of blanket rules and regulations under a different 
guise, rather than living with the ambiguities of a variegated patch- 
work policy that makes more sense in terms of facilitating various 


teams’ different work. 

The question of supervision, of visil 
of nurses’ uniforms, and of working re 
ent professionals in teamwork, are closely interlinked, and a 


change in one of them will almost certainly be reflected in one of 
the others. Nevertheless, a change in supervisory style is very 
Necessary for nurses to participate fully in developing — 
and those supervisory processes which focus on psychiatric 


nursing clinical performance will be more acceptable and n 
ful than traditional styles of supervision which dwell only upon 
questions of nurses’ uniforms, length of hair, and other criteria 
frequently mistaken as professional hall marks. 


bility in role performance, 
Jationships between differ- 


CASE MANAGEMENT, PATIENT MANAGEMENT, 
MANAGEMENT OF PATIENT 


ir teamwork 
The fact that multidisciplinary teams ae E pe i 
and divide labour between professionals in y: 


commonly recognized. That it is of consuming ae K 
people concerned is evidenced by the discussions whic p 


notes on the 
when members of different teams meet and compare 


c 
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way they tackle problems; or the way student nurses, who inte 
to move through a series of placements in their training, are T 
ested in comparing notes about work on wards which provide 
similar services, but in different ways. , 

Within a team that is well established and is sharing most 
problems of treatment and care and whose members have ma 
veloped mutual trust and respect for each other, then there may e 
little need to draw distinctions between case management, patient 
management and the management of patient care. If, however, a 
team chooses to work in an hierarchical way, or team members 
change quite frequently, or hold differing beliefs about the origin 
and treatment of psychiatric disorder, or have joined a team 
giving a general psychiatric service without previous experience, 
then it can be helpful to draw such distinctions in order to clarify 
the problems that can sometimes arise as divisions of labour are 
renegotiated between team members. The effectiveness of the 
team’s work frequently hinges on the medical/nursing relation- 
ship. It is teasonable, therefore, to confine discussion to this 
relationship. 


In a psychiatric hospital setting (and many others) a number of 
patients are gathered together for a variety of 
include treatment of their ‘illness’ 
Society’s need to influence their de 
A psychiatrist, with hi 
admits patients largely 
to give the family a re. 
Suggest to the new ps 
understand these illne 
their experience in w 
problems they encounter concerning managing behaviour belie this. 
The psychiatrist can behave in a way that reinforces his belief that 
he is there to y seeing patients in an office, writing 
his conversations with patients, family 
members and nurses, maintaining the conversation on topics 
relating mainly to the p 


erceived illness. Psychiatric nurses are less 
able to do this, since in Providing a round-th 
cial milieu of the war 


purposes, which may 
, temporary asylum, or meeting 


e-clock service they 


‘good’ (‘Mrs Jon 


is sometimes seen as 
es has got friendly with 


Mrs Smith and they 
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really seem to enjoy each other’s company . . .’), or sometimes as 
‘bad’ (‘He’s a psychopath and he’s got interested in young 
Pamela . . . we'll have her in the family way if we’re not careful. . . ). 

The social milieu of care will be influenced by implicit or ex- 
plicit agreements between the various staff members of the psy- 
chiatric team. These will determine the way in which social situa- 
tions in a ward are managed; whether or not the ‘psychopath’s’ 
relationship with Pamela in the above example is handled by an 
interview with the doctor, discussed at a ward meeting, or 
managed as it arises by the nurses. 

It is evident that there are three distinct, but closely inter- 
linked issues, which are central to dividing labour within a team 
in any residential or partial/residential setting. There is the case 
management, which can be seen as planning a ‘medical’ treatment 
sequence for the patient’s illness. There is patient management, 
which is concerned with intervening in a constructive and helpful 
way in the social milieu of any treatment setting, and there is a 
wider topic which can be called the management of patient care, 
which consists of a team agreeing guidelines over the way it wishes 
to manage the service it gives, on widely different issues, such as 
its admission policy, policy over giving medication, over weekend 
leave for patients, over the part relatives may play in care, and so 
on. 

It is evident that not all team members can either have the 
same responsibilities in any of these three areas or can have the 
same possibilities of intervention in them. 

The group of nurses providing the round-the-clock service will 
be in a position which necessitates their intervening in situations 
on behalf of the other team members, who are elsewhere. On the 
other hand, it is not the nurse’s responsibility to prescribe or to 
determine diagnostic tests that may be needed in case management. 

This discussion enables us to suggest primary and secondary 
responsibilities in care situations, which can in turn help to clarify 
problems which arise when a team is settling down and trying to 
decide such issues as ‘who does what?’ and ‘who can reasonably 
do what, and how?’ A nurse straying into diagnostic and prescrip- 
tive areas of case management without invitation can produce 
reactions from traditional medical staff. A medical member of 
staff who tries to undertake patient management will find to his 
cost that his time becomes increasingly taken up with problems 
which he does not fully understand, and in order to develop the 
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understanding, he will have to spend more and more precious 
time in a process that finally proves exasperating. 


Table 3.2 Suggested primary and secondary responsibilities in team 
situations—dividing labour between medical and nursing staff 


Nursing group 


Medical staff 


Case management 


Secondary responsibility 
Not trained or sanctioned 
to prescribe or to order 
diagnostic investigations 
unless this is explicitly 
delegated to them; they 
may contribute their 
observations to help plan, 
or update plans, for case 
management 


Primary responsibility 
Arises from their medical 
training, and the expecta- 
tions this encourages them 
to hold for themselves 


Patient management 


Primary responsibility 
Nurses are usually ‘there’ 
in the social environment 
of the ward when situa- 
tions arise which need 
intervention; in the 
absence of other non- 
nursing team members 
only they can decide their 
own capacity to intervene 
using whatever method or 
approach they see as 
appropriate and effective 


Secondary responsibility 
They are not usually 
‘there’ when intervention 
is necessary and can only 
contribute a retrospective 
comment on unique 
situations, in which inter- 
vention was necessary 


Management of 
patient care 


Shared responsibility 

Can contribute and make 
suggestions in formulating 
Policies, they can say what 
is feasible from the point 
of view of the nursing 
group as well as predict 
from experience of patient 
management the effect of 
policies over the manage- 
ment of patient care 


Shared responsibility 

Can suggest policies and 
items required in 
managing patient care, 
they can suggest—in the 
light of advice from the 
people executing parts of 
the policy—how the 
policy might be put into 
effect 
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for using the skills of individuals in the team creatively, others 
have a rather static way of working, particularly in the crucial 
relationship between medical and nursing staff, which does little 
to develop team members’ skills still further. 

An interesting comment on this rather fixed relationship has 
been suggested by Stein (1967), using interactional ‘games’ 
analysis. Whilst observing that nurses are, in fact, used as consult- 
ants by medical staff, it is suggested that the rules of this consulta- 
tive process are that doctors must ask for recommendations from 
nurses without appearing to do so, and that the nurses should 
make recommending statements without appearing to do so. The 
rewards for the game are shared in the sense that the doctor gets 
his work done smoothly and the nurse gains a good reputation 
amongst doctors but not amongst other professional team mem- 
bers. The covert nature of the game is seen as stifling open dia- 
logue and thus inhibiting development. 

The doctor/nurse game has more than a ‘ring of truth’ about 
it. It may be appropriate and mutually satisfying in what is seen as 
a narrow routine care situation, but will be challenged in a more 
open multiprofession team setting, where new problems are trying 
to be solved, or old problems are trying to be solved in new ways. 

Having discussed at some length general changes in psychiatric 
services, and examined some emerging patterns of care, together 
with the implications these are having for the work of nurses and 
the clinical teams in which they work, it is an appropriate point 
to turn to other issues. In particular, to look at various aspects of 
nurses’ interactions with patients and then to look at more specific 
skills being developed by psychiatric nurses in this instance using 
an illustration from the field of behaviour therapy. We can then 
turn to look briefly at sociological contributions to care and ex- 
amine some questions raised by developments for psychiatric 
nursing administration. 


NURSES-PATIENT INTERACTION 


Psychotherapy 


The topic of psychotherapy is one upon which there are many 
differing views. This is not the place to draw definitive distinctions, 
nor to enter into lengthy discussion as to the merits or demerits of 
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particular techniques or schools of thought. It may be useful, 
however, to see psychotherapy as a constantly evolving technique 
and briefly describe some aspects of it which are relevant to 
psychiatric nursing. l 
Psychoanalysis is usually seen as the starting point for most 
psychotherapy. Psychodynamic theory believes that events ex- 
perienced as traumatic early in the individual’s life profoundly 
affect the way they develop ego defences and are then able to cope 
with related problems they encounter later in life. Although 
different schools of thought lay differing emphasis on the signifi- 
cance of particular developmental periods to the formation of 
unconscious mechanisms which precipitate maladaptive patterns 
of behaviour or neurotic symptoms in later life, all agree that it is in 
the pinpointing of these specific events experienced as traumatic 
which gives the clue to subsequent recovery by the individual. 
The individual, by becoming increasingly self-aware, is helped to 
understand more of the underlying reasons for his behaviour 


and so effect a change. The psychotherapist helps the individual to 
become more self- 


events and probl 
through this diffi 


ideas of the ‘unconscious’, and, in Freudian terms, a notional 


the ego, id and superego, which 
preconscious components. Such 
incorporated into psychiatric nurse 
ery little emphasis is placed by some 
on the subject of Human Growth and 
wever, notable nurses who have had a 
who have taken the opportunity to 
c skills under psychotherapy super- 
g in number. They have not, however, 


hese skills nationally (MoH 1968). 


Development. There are, ho 
ll analysis, and others 
develop psychotherapeuti 
vision. They are increasin, 
teceived recognition for t 
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Supportive psychotherapy on the other hand, can be seen as 
dealing more with the ‘here and now’. Essentially the therapist 
explores current or recent events, together with the problems 
encountered. The individual is reassured and encouraged to cope 
with the difficulties they experience in a more pragmatic way. 

The distinction drawn here between traditional or classical 
psychotherapy and more supportive psychotherapy may not be so 
easy in practice. Whilst schools of thought and individual prac- 
titioners differ in their approach, much may depend on how long 
the individual is in psychotherapy, how frequently sessions are 
held, how they develop and so on. Nevertheless, it is a useful 
distinction to draw when looking at psychiatric nursing. 

In the USA, dynamic psychotherapy has perhaps held more 
sway in psychiatric medical practice than in the UK. This has led 
to more literature being produced on a psychotherapeutic role 
for the nurse than in the UK (MoH 1968). To some degree this has 
provoked thought about those psychotherapeutic processes 
which could be distinguished as within the province of nursing, as 
distinct from those of a trained psychotherapist. This conceptual 
tangle has been defined as a difference in the ‘material’ that the 
nurse works on; the psychotherapist draws on preconscious and 
unconscious data, whilst the nurse confines her work to that which 
is readily accessible by conscious recall on the part of the indi- 
vidual (Gregg 1963). The distinction is, perhaps not surprisingly, 
somewhat analogous to that drawn between traditional and sup- 
portive psychotherapy. It is clear that psychotherapy has formed a 
basis of various counselling techniques (Halmos 1965), and has 
latently focused some attention on verbal interaction between 
nurses and patients, a topic that will be broached later. 

Given the investigative base in the behavioural sciences de- 
veloped in recent years, it was only a question of time before such 
techniques were applied to examining the therapeutic processes 
involved in psychotherapy- 

Investigations of the outcome of psychotherapy have suggested 
that the most effective components of such a dynamic relationship 
may be the qualities of empathy, warmth, genuineness and per- 
suasiveness on the part of the therapist (Truax 1966; Truax et al. 
1968). The evidence of this is interesting, and will, no doubt, form 
a continuing topic for debate between practitioners and investi- 
gators for some time to come. This point, however, is by no means 
academic in this context, since it has implications for the 
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psychiatric nursing profession if it is to invest in training in psycho- 
therapy on the part of its members. It is a matter of observation 
that nurses are more ‘natural’ in their approaches to patients and 
less able to maintain a ‘neutral’ response to those in their care 
than other categories of staff who undertake counselling. It would 
seem logical, therefore, to accept this position and indeed to 
support it, and to invest in the psychotherapies and related tech- 
niques which acknowledge and use such reinforcements as part of 
the technique. Rogerian psychotherapy may be one such tech- 
nique, and others which emphasize client centred and experiential 
approaches (Hart & Tomlinson 1970; Rogers 1971). 

These more latter day psychotherapeutic developments (some 
would argue ‘out of psychotherapy’) are of interest, and in time 
may show that the range of problems to which traditional, more 


analytically based techniques have been applied, may be extended 
and tackled more effectively. 


Nurse-patient contact 
For many 
Significant 
is consider 


years psychiatric nurses have been seen by others as 
therapeutic resources. This is hardly surprising when it 
ed that the largest professional group in a large psychi- 
atric hospital consists of nurses. Observers on both sides of the 
Atlantic have looked at the quality of contact between nurses and 
Patients, and many studies have focused on the attitudes of 
nurses. That nurses’ attitudes are important to patients and the 
general public, is a matter of record (McGhee 1961; Cartwright 
1964). The fact that nurses, because they are usually ‘ward’ or 
‘unit’ based, spent potentially the longest time in contact with 
Patients in hospital, is one factor that leads many to see the po- 
tential in exploiting this contact. In practice, this contact may be 
quite severely limited. Some researches have suggested that nurses 
and patients may be virtually unknown to each other (Caudill et 
al. 1952), whilst others have suggested that even on heavily staffed 
short term units Patients may be on their own for three-quarters 
of their time (Dinitz et al, 1958). 


wee studies tried to measure nurses’ attitudes to psychiatric 
, with a tough 
proposed that personality 
S May prevent nurses from taking roles which involve 
understanding (Carstairs & Heron 1957). Other 


characteristic 
developing 
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studies (Rice et al. 1966; Gilbert & Levinson 1966; Oppenheim 
1960) have noted that restrictiveness and authoritarianism differs 
between grades of nursing staff. 

Such studies can be valuable in themselves, but it would be 
wrong to draw global conclusions from such work. Observation 
suggests strongly that nurses’ attitudes to psychiatric patient care 
can differ radically between different schemes of care for similar 
groups of patients. More recent sophisticated studies have indi- 
cated that differences are measurable and can be associated with 
styles of care (Caine 1968). It is sometimes argued that nurses 
may self-select a unit in which to work which provides care con- 
gruent with their attitudes and expectations. Such a proposition 
implicitly assumes that attitudes ‘are’ and do not change. Fortu- 
nately, there is evidence that although self-selection may take 
place, attitudes can change as a result of experience in different 
care situations (Caine & Smail 1969). Insofar as attitudes towards 
psychiatric patient care are translated into practical care by in- 
fluencing expectations of patients, then corroborative evidence 
that attitudes can change is strong (Brown & Wing 1959), al- 
though few would deny the consistent endeavour that is some- 
times needed to develop care and change attitudes, particularly in 
a large psychiatric hospital. 

However, the indications suggest that there is a potential that 
can be exploited, and the most pertinent question is ‘how?’ Not 
surprisingly, the answer to the question is complex, and it is 
worthwhile exploring some of these complexities before looking 
at practice, since practice is often a reflection of attempted answers 
to these difficulties. ' , 

Most psychiatric nurses recognize from their experience that 
psychiatrists differ in their conceptions of psychiatric disorder, 
their methods of treatment and those aspects of care they see as 
valuable (Strauss et al. 1964; Caine & Smail 1966). Certainly in 
the UK this has tended to influence their area of work and the sort 
of patients they will treat, as well as the way they see other profes- 
sionals relating to them (Freudenberg 1966). This can have a pro- 
found effect on the way nurses feel they can interact with patients, 
since it can determine those activities which are valued and for 
which they receive support and encouragement. This is particu- 
larly important since, apart from notable exceptions, many psy- 
chiatrists do not see nurses as professional equals. This position 
has been underlined by the fact that psychiatric nursing has not 
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been able to accumulate a cogent body of researched mooring 
interactional knowledge (Katz 1969) to pass on to its — 
which enables the nurse to relate to patients in a way that n X 
help them in their task of patient care. It means, therefore, t n 
nurses still rely to a great extent on medical staff to determine ; : 
way they respond to problems in care. It means, in practice, P aa 
the majority of nurses will learn experientially in the way to re ate 
to patients from their peers and other members of the team in 
which they find themselves. It is hardly surprising, therefore, ee 
find that where nurses do interact purposefully, and in a way 
designed to be helpful to patients, one of two conditions tend to 
Prevail. Either there is a well defined team approach to care with 
well worked out policies and agreed approaches to problems, or, 
more rarely, the nurses have been given encouragement and a free 


hand to develop the way they relate to patients and have strong 
reliable clinical nursing leadership. 


Altschul (1972) studied nurses’ 
siderable depth, and showed tha 
and patients was initiated by pat 
Out many of the realities and 
talking with patients, most n 
Sponse to patients saw their 
tended not to see alternative 
Suggests that any 
might seek firstly 
‘obvious’, and tha 


interaction with patients in con- 
t most interaction between nurses 
ients. This excellent study pointed 
problems for nurses. Certainly in 
urses in reviewing their verbal re- 
teplies as ‘the obvious one’, and 


their effectiveness, 
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patients. Such nursing developments have long been seen as 
needed (Altschul 1964), although in the formal training of psychi- 
atric nurses in the school of nursing, relatively little time may be 
given to such a topic, either from a psychodynamic or social 
psychological view point. 

The use of groups, however, varies to a considerable extent 
from unit to unit, as does their purpose. Undoubtedly, they are 
most prolific in those units where ‘therapeutic community’ 
approaches to care have been developed. 

Some units use small closed psychotherapeutic groups for 
selected groups of patients with neuroses or personality dis- 
orders, for example. In other units small groups are used, some- 
times with a psychotherapeutic intent, but extending their use to 
a wider group of patients to be found in general adult psychiatry. 
Such groups tend to be more ‘open’ with a changing membership 
as short stay patients are newly admitted and discharged. Quite 
naturally, this limits and changes the aims of such groups which 
may be seen as enabling patients to share problems and try to find 
some joint solutions to difficulties, either by pooling their experi- 
ences or by jointly working on problems. 

Particularly in ‘therapeutic communities’, large ‘community’ 
groups are used. It is a time at which the staff team and patients 
can jointly meet and discuss problems. The meeting usually takes 
the form of a review of difficulties encountered by members of the 
community, at which the responses of members to events can be 
explored and a variety of views aired. It is a time when the effect 
of an individual’s behaviour upon other members of the com- 
munity and their responses to it can be examined, which affords 
the opportunity to learn about the reciprocal effects of both rela- 
tionships and roles, and a time at which decisions can be reached 


jointly between staff and patients. 


Outstanding difficulties 


tors influencing the way nurses interact with 
patients are of interest. They need to be clearly recognized. With- 
out such recognition the potential of the nurses’ contact with 
patients is unlikely to be fully developed. 

The problems encountered by the learner, new to the patient 
care situation are manifold and, as has been noted, most of their 
learning is likely to be experiential and heavily influenced by 


The complex fac 
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existing nurses in the work situation. The new learner is thus pie 
sented with a multitude of dilemmas. ‘What happens if I say 
something which upsets a patient?’; ‘How does what I say to a 
patient relate to what the doctor says when he interviews = 
patient?’; ‘How do I know if what I say to the patient is the 
“correct” thing?’; and so on. These doubts and uncertainties 
need to be recognized right from the beginning and the nurse re- 
assured and supported during her initial contacts with patients, if 
the experience is to be one from which the patient can benefit, and 
the nurse learn and develop further skills. 

One important factor limiting such developments is the fact 
that, for the most part, nurses interact with patients in the open, 
and do not have the tradition of interviewing patients in an office 
with the door closed, as do others such as doctors, psychologists 
and social workers. They are, therefore, open to being overheard 
by other patients and staff alike. The freedom to experiment and 
explore in a private dyadic situation is thus denied to them. One 
of the underlying attractions for nurses to work in the com- 
munity is that this privacy is more teadily obtainable, and they 
are freer to experiment—and pethaps discern more clearly any 
apparent therapeutic impact achieved. 

It would be wrong to imagine that improving the quality of 
nurses’ interaction with patients can be achieved only by emulat- 
ing the pattern set by other professionals, in this case using the 
Private interview pattern. The openness of a ward situation can 
have many advantages, providing they are recognized and advan- 
tage is taken of them. The openness of a ward can provide power- 
ful opportunities for a nurse to learn by using the model of a more 
skilful nurse with whom they work, for example. This process 
becomes particularly apparent when group techniques are used, 
and it is interesting to note that there is a shift on the part of some 
other professionals who have previously emphasized the private 


interview as a central part of their way of working, now to work 
more openly in groups. 


Privacy and openness 
fore, have both 


Potential with patients, then the ad- 


Situation need to be clearly recognized and 
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THE NURSE AS A ‘THERAPIST’ 


Reference has already been made to the growth in numbers of 
other professional groups in psychiatric care in the last two 
decades. Most either call themselves ‘therapists’, e.g. occupational 
therapists, or behave in a way that indicates to others that they 
are therapeutic; that they are taught a particular personal skill 
which helps the patients ‘recover’, e.g. psychologists or social 
workers. This skill is usually exercised in private (occasionally in 
groups), frequently in an office setting, away from the observation 
of others and ‘results’ may or may not be reported back to others. 

In contrast, nurses usually work with (and in) groups. They are 
easily observable in their work. Recently experiments have started 
to develop the nurse’s role as a therapist. One such successful 
experiment (in the sense that the Joint Board of Clinical Nursing 
Studies has now prepared a course for it) has been in the field of 
behaviour therapy. It can also be seen as successful in that the 
effectiveness of nurses undertaking these treatments compares 
favourably with other groups, such as psychiatrists and psy- 


chologists. 


Behaviour therapy 


In recent years there has been considerable growth in the field of 
knowledge in behaviour therapy, in particular applied to the 
neuroses, Seen in behavioural, as distinct to psychoanalytic, terms 
some of the neuroses can be seen as arising from defective learning 
on the part of the patient, which may in some cases be reinforced 
by the behaviour of those around them. It is argued that if such 
behaviour can be defectively learned, then sometimes it can be re- 
learned and, therefore, modified in a way that no longer incapaci- 
tates the patient to the same degree. It may be of value to explore 


briefly the background of some of these developments. 
E ar probally Pavlov’s extensive work that set the ball 


rolling in behavioural theory- His best known work, = 
being his experiments with classical conditioning in anima Ss. 
Table 3.3 sets out the main work that has followed Pavlov’s, and 
which has a bearing on the techniques developed in treating the 
neuroses by behavioural therapy- ; 

This geneological table shows a family tree of sorts to some of 
the behaviour therapies- It may be seen as oversimplified in some 
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ways, but can give a picture of the evolution of some of the tech- 
niques and the relationship between them. 


Table 3.3 An outline development relationship between some 
behavioural therapies 


ton) IWATSON) 
ituon } {COVER JONES) 


Marital therapy 
(STUART) 


Implosion 
(stampet) 


Paradoxical 
intention 
(FRANKL) 


Broad spectrum, 


, or multifaceted, approaches 
Individual mantal family and group methods 


Contractual methods tg 


Cognitive approaches: 
Cognitive self-control 
(MEICHENBAUM) 


Covert sensitization, 
reinforcement and extinction 
(cAuTELa) 


a little about some of the techniques 
nurses trained in the last fifteen years 
rapy. This i 
£ treatment of alcoholism, although 
ers. In aversion therapy, an attempt 
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is made to inhibit, say, the individual imbibing alcohol, by 
associating the drinking of alcohol with the unpleasant response of 
nausea, and sometimes vomiting. Usually the alcoholic is given an 
emetic, such as an injection of apomorphine, and after an interval, 
given his favourite tipple. The pleasure of the first drink is rapidly 
overtaken by the unpleasant effects of the emetic, and after re- 
peated sessions, the patient learns to associate the taking of alco- 
hol with nausea or vomiting, to the extent that it occurs without 
the use of the emetic. He is thus inhibited from drinking alcohol. 
The efficiency of the treatment is variable, and to some extent 
depends upon the favourable motivation of the patient. Electrical 
stimulation, which is more precisely controllable, has now largely 


replaced the use of emetics. 


is a process analogous to the techniques 
reat allergies or to those social pro- 
cesses such as graded stress used for many years in some psychi- 
atric hospitals for psychiatric rehabilitation. In behaviour therapy 
desensitization involves confronting the patient with the situation 
they most fear over a period of time in increasing intensity— 
either in fantasy or fact—whilst, at the same time, helping them 
to relax. It is usually done by defining an hierarchy of specific fear 
situations with the patients, i.e. those that are most easily tolerated 
through to those that are least easily tolerated, and leading the 
patient through these situations sequentially. The patient, there- 
fore, learns to cope more easily with those situations which form- 


erly provoked severe and incapacitating anxiety. 


Desensitization, however, 
used in physical medicine to t 


Flooding, on the other hand, involves a confrontation of the 
patient with the situation he most fears right from the outset. He 
is asked to remain in that situation for as long as possible, and 
eventually up to several hours, until he feels more accustomed to 
it. A patient with a fear of spiders, for example, may be asked to 
remain in a room with them, and to handle them. Not surprisingly, 
this technique is usually characterized by an intense emotional re- 

i the patient. 
iar gpa ere is implosion therapy, in which the 
patient is invited to undergo the same process, but in fantasy 
situations in which the therapist usually plays a concentrated part 
in elaborating on each fantasy situation, and moving from one to 


another at an appropriate point. 
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More detailed descriptions of behavioural therapy techniques 
are available (Liston 1973; Hersen et al. 1974), but it is probably 
worth mentioning briefly two or three other techniques to give 


some idea of the range used, since most nurses will be unfamiliar 
with them. 


Modelling consists of providing a patient with a model of the 
behaviour which most closely embodies his fears. For example, 
if a patient with an obsessional compulsive disorder has an irra- 
tional fear of dirt, to the point that necessitates disabling strategies 
of cleanliness on his part, then the therapist provides a model of 
behaviour which the patient is encouraged to emulate. This may 
take the form of the therapist first touching the floor (a feared 
source of dirt), and then touching or rubbing their own skin 
areas, and so on. The patient is invited to simulate the action, and 


is constantly rewarded and praised for success in his achieve- 
ment. 


Token economies, on the other hand, represent an extrapolation of 
behaviour therapy into, say, a ward situation. It is a technique 
which seems to have successful application to longer stay patients 
(Ayllon & Azrin 1968), and involves an analysis of the behaviour 
desired by the staff on the part of the patients involved and the 
teaching of consensus on the part of the staff group on those 
aspects of behaviour to be rewarded. Tokens are then awarded (or 
claimed by) patients who display this behaviour. The tokens 
(usually a plastic disc) can then be exchanged for various privi- 
leges by the patients. Whilst such schemes have met with con- 
siderable success, there are probably limits in the sense that some 
studies have suggested that it may prove difficult to find motiva- 
tional rewards for some particularly psychotic patients (Robertson 
1961). Equally, the tokens themselves are symbolic rewaids re- 
sulting from a social process of consensus reached by the staff 
group, together with an acceptance of ‘acting out’ behaviour on the 
part of patients, which occurs as the system is introduced. 
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appreciated by the other, or behaviours which are particularly 
irksome to the other, are determined. These form the basis of a 
‘contract’, which is formally drawn up, agreed, and then signed by 
each partner. They are encouraged to increase the frequency of 
desired behaviour by monitoring it on a chart, and rewarding it 
by some reciprocal behaviour wanted by the spouse. Regular 
meetings with the therapist are undertaken, at which progress is 
reviewed, and any intercurrent disputes examined. 

The technique itself is gaining some ground and recognition 
amongst those who engage in marital counselling, and further tech- 
niques are being explored (Crowe 1973). 


This is not intended to be seen in any way as a treatise on be- 
haviour therapy; only to illustrate briefly the range of methods 
used. It is not intended to convey that there is one specific tech- 
nique for each disorder; more than one method may be used 
(Stern & Marks 1973), and methods may be ‘tailored’ to specific 
problems. Other techniques include social skills, training to 
enable individuals to overcome specific social deficits and so 
enhance their social competence, the use of videotape feedback 
methods for individuals to examine their own performance, and 


so on. 
A wide variety of ‘neurotic’ disorders have been treated by 


g from obsessive compulsive disorders 
(Marks 1973a), to sexual deviations (Marks 1973b). An interesting 
feature of many recent behavioural treatments is that most Te- 
quire some ‘monitoring’ system which usually involves agreeing 
criteria for measuring the effectiveness of such therapies. These 
depend on more than retrospective narrative, and such ratings 
frequently need validation by others, as well as the therapist. 
Many psychiatric therapies are undertaken without such rigour, 
and this pattern could well be emulated elsewhere. i 

One topic worth discussing briefly is the relationship of these 
behavioural therapies with traditional psychotherapy. The former 
are, of course, founded to a greater OF lesser extent on learning 
theory, although many practitioners are more interested in their 
empirical efficiency. The treatments have focused largely on speci- 
fic behaviours. Traditional psychotherapy, on the other hand, 
derives from psychoanalytical theories of the unconscious, and of 
ego defences. Rather than focusing on specific behaviours, 
psychotherapy has emphasized the treatment of what it sees as the 


such methods, rangin 
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underlying causes of a disorder. Many disorders, customarily 
treated by psychotherapy, are now being treated by behaviour 
therapy. Some protagonists see the two techniques as ideologically 
incompatible, and mutually exclusive. In particular, psychothera- 
pists have claimed that if the underlying causes of disorder are not 
treated, and only specific behaviour is treated, then the under- 
lying cause will reappear in a similar or different form. In other 
words, ‘symptom substitution’ would occur. This does not seem 
to be the case (Gelder et al. 1967). Whilst some have seen the 
behavioural therapy and the psychotherapeutic approach as mu- 
tually exclusive, others have felt that there is common ground 
between the two (Marks & Gelder 1966; Marks 1971). Certainly 
there are at least analogies between some of the processes observed 
or used by each. The process of identification recognized by the 
dynamically orientated psychiatrist, and the technique of model- 
ling used in behaviour therapy is one such example. 

It perhaps remains for behaviour therapy to demonstrate the 
extent to which it can contribute to the full range of problems 
encountered in psychiatric practice. Whilst ‘time will tell’, it is 


encouraging to see a development which is self-critical and clearly 
tecognizes the need for self-evaluation. 


CONTRIBUTION OF SOCIOLOGICAL THEORY 
TO CARE 


The contribution of 
been discussed in re 
of learning theory 
be argued that ne 
theory have had a 
in the UK. That th 
be denied; but to 


psychoanalysis to psychiatric care has already 
lation to psychotherapy, and the contribution 
in relation to behaviour modification. It could 
ither psychoanalysis (Hill 1969), nor learning 
major impact on the mainstream of psychiatry 
ey have influenced some schemes of care cannot 
claim that they have made inroads into the major 
problems that face, and always have faced, adult psychiatry (such 
as the problems of disabled psychotic patients) would be an exag- 
geration. The contribution of sociologists and social psychologists 


has, however, been substantial, although, perhaps, less easily 
recognized, 

. In the USA people such as Stanton and Schwartz, and Cum- 
eons nd Cumming, have made major contributions to the under- 
standing of the social processes which significantly influence patient 
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care. Not only has such understanding led to a more integrated 
body of theory (Cumming & Cumming 1962), but have also led 
to practical advances in the care of disabled patients and others, 
Some authors, like Goffman, have produced dramatic pronounce- 
ments, accompanied by retrospective narrative. In the UK such 
contributions have, perhaps, had less dramatic connotations, but 
have been at least equally substantial and have contributed to 
gradual but significant changes in the organization of care for 
patients in hospital, and the recognition and evaluation of care 
problems outside hospital. There have been parallels in work on 
both sides of the Atlantic, but it is worth dwelling on work in the 


UK. 


Macrosociological studies 


Goffman’s expositions in the USA were parallelled in the UK by 


Barton (1959), who drew attention to the stifling effect that an 
institution could have on its inmates by inhibiting their growth 
and development. He proposed that these secondary disabilities 
were reversible. It took the resources of the Medical Research 
Council Social Psychiatric Research Unit to survey, measure and 
confirm the substantial differences between the care of long stay 
patients in three widely separated psychiatric hospitals (Brown and 
Wing 1962), and the effects that restrictiveness, and staff expecta- 
tions could have on both the clinical picture and the behaviour of 
these vulnerable patients. This formed the basis of a careful ten 
year study on Institutionalism and schizophrenia (Wing & Brown 
1970). During this period there were major changes in many 
psychiatric hospitals, which enabled the formerly inactive and re- 
stricted body of longer stay patients to lead a more active life. It 
meant substantial changes for psychiatric nurses in more progres- 
sive hospitals, particularly in terms of what they expected of 
patients. Doors were opened, patients expected to undertake 
occupational or industrial therapy, to earn money, to choose 
amongst a variety of goods as to how to spend it, rs to oe it te 
an annual holiday, etc. Subtly, the environment A ie c ea l, 
Patients became less dependent on nurses, and in the better hospi- 
tal, nurses expected patients to become less dependent a Aen 
and to help patients solve problems and make decisions and choices 


in day-to-day living. 


Many large psychiatric ave gone further with this 


hospitals h 
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process. Some have a bank for patients, some have developed 
comprehensive shopping facilities for patients to use their money, 
and so on. 

One contribution that sociologists have made to psychiatric 
care has been in the realm of helping professionals understand how 
the institution’s social structure could have a deleterious effect on 
the patient, and therefore, how it could be changed and used to 
benefit the patient. Some professionals have certainly worked on 
these problems with substantial success (Clark 1974), whilst 
others have merely rejected the institution as ‘bad’. This has added 
some impetus to the desire to move care into the community, on 
the assumption that deleterious institutional processes will no 
longer exist. However, the data that so far exists (inter alia Brown 
et al. 1966) indicates that problems may abound for the care of 
patients outside hospital, and that whatever developments may be 
forthcoming in the era of so-called community care, institutions of 
one sort or another will still be needed (hostels, homes and so on). 
Attention will still need to be paid to these (Brown 1973), and the 
practical lessons learned in the large psychiatric hospital about 
improving the social structure and environment of care should not 
be lost. The sociological contributions to psychiatric care so far 
discussed have had an indirect impact on care, and upon the work 
of nurses. Sometimes such studies have been undertaken with 
academic intent, and their potential for influencing the manage- 
ment of patient care minimized because either nurses have not 
been included in the process of making the study, or nurses have 
not had ready access to the results of the study, or nurse teachers 
(both tutors and administrators) have not been motivated to 
gathering such studies and incorporating into (or using them to 
influence) a body of nursing knowledge relating to patient manage- 
ment or the management of patient care. An early study of aggres- 
na (Folkard 1957) illustrates this point, despite the fact that the 
topics of aggression and disturbed behaviour are unending topics 


for heated debate in psychiatric care (Harries 1974). 
Nevertheless, 


. there are signs that, given the opportunity, 
nursing and other staff at the Patient care level are keen to examine 


day-to-day work, using socio- 


ing pilot experiment in this field, 
ealth for an initial period of two 
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years has been undertaken in a psychiatric hospital near Cambridge 
and resulted in a number of studies being undertaken by mixed 
teams of staff on problems as widely separated as the care of psy- 
chogeriatric patients (Savage & Widdowson 1974) and the prob- 
lems of secondment of general nurses to a psychiatric hospital as 
part of their training (Aitken et al. 1974). Such studies can result 
in positive changes in care being made, in questioning long held 
and cherished beliefs, as well as making a contribution to the 
growth and professional development of involved staff. 


ADMINISTRATION AND MANAGEMENT 


The evolution of psychiatric nursing has been discussed in more 
detail at an earlier point. Featuring prominently in its organization 
has been an hierarchy of nurses who, in the days of custody, 
exercised a sort of ‘sergeant major’ function: checking that pro- 
cedures were followed, rules conformed to and perceived stand- 
ards upheld. It was usual for a medical superintendent to be 
responsible for the nursing staff. 

Alongside more recent clinical changes in care, the first major 
change in nursing was evident with the introduction of the 
Salmon structure for senior nursing staff. It is of interest that the 
first major change in the country as a whole for psychiatric 
nursing should be in the managerial, rather than the clinical, area 
of work. It should also be remembered that a massive investment 
in management training has been made to support Salmon de- 
velopments. Whilst there have been many reasoned, and some- 
times opposing, personal views about Salmon, two things are 
perhaps evident. Firstly, nursing officers were given, for the first 
time, clearly defined areas of work. This was in marked contrast 
to their previous system, where responsibility was largely located 
in a central office, rather than an individual. Secondly, the Salmon 
organization is incompatible with the post of Medical Superintend- 
ent, since the Principal, or Chief Nursing Officer, is responsible, 
and accountable, for the nursing staff. The Salmon pyaar 1s, ers 
haps, at its best when organized alongside a ‘cogwheel’ system of 


medical organization. — a 

These points are in no way academic, since apart from giving 
nurses at least a say over their own destiny, and at most a large 
Measure of self-determination, the most important aspect of 
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management and administration is how its organization and opera- 
tion encourages or impedes the organization and development of 
patient care. The whole process of change is one of particular 
importance to psychiatry, not only within the hospital’s organiza- 
tional boundary, but across so many of the traditionally separate 
boundaries of other organizations, ranging from social service 
departments through to general hospitals. A successful service in 
the future will depend on administrative, as well as clinical, 
sensitivity to change. A custodial base is not the best from which 
to develop to meet such demands. It is frequently suggested, 
particularly on management courses, that all administration needs 
to do is to set objectives and help see that they are fulfilled. This 
assumes that resistance to change is a fairly static process. The 
evidence is that it is a more involved dynamic process which needs 
much more understanding and has led some to define it as 
dynamic conservatism (Schon 1971). Nevertheless, management 
courses set some store upon objective setting, and it is not un- 
common to see such phrases as ‘setting objectives for subordi- 
nates’ (NCC 1973). Such phrases illustrate a continuing reliance 
on an authoritarian pattern of working which does not take into 
account that objective setting is much more complex, and more 
realistically and advantageously has the characteristics of an inter- 
action process (Thompson & McEwan 1958). 

The field of management research and development generally 
has showed massive proliferation in recent years. Much of it has 
telated to production, sales, etc., and it is difficult to see how such 
material relates to psychiatric care, although some particularly 
relating to organization research is undoubtedly germane (Scott 
a ee cost effectiveness, bed occupancy and such 
thinking in the Pts go indicate a degree of parallel 
dieing ie see : ealth Service. One weakness in such 
cna eae os ciency and effectiveness are seen as syno- 
however, dled a ey may be on a production line. Caution, 
Tot it ey exercised before making such an assumption 

patient care particularly in the case of vulnerable 


psychiatrically disabled patients. One is reminded of this when 


considering the poorl ioni 
i y functioning chroni i i © 
has achieved small gains fro Aere 


dischargema m an admission in hospital. A quick 
sense that it he appear to be an attractively efficient process in the 
charge’ on i a hospital bed and enhances ‘turnover’ or ‘dis- 

S, which may bring Management applause. If, however, 
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the patient returns to a parental home with low expectations of 
his social performance, such small gains may be difficult to main- 
tain, and it may well not be a clinically effective process (Freeman 
& Simmons 1959). There can be a danger, therefore, in applying 
indices of managerial efficiency indiscriminately, bearing in mind 
that the application of such methods can generate their own im- 
petus which, in the above example, plainly would not be to the 
advantage of patients. 

There are, however, other forms of management research 
which have a direct bearing on management practice and psychi- 
atric care. 

As was observed earlier from the historical foundation of 
psychiatric nursing, administrative nurses play a sergeant major 
function in the system of care. Ward nurses expected this, and 
exercised a similar function over patients in the custodial era. The 
system of care was hierarchically dominated. Policies, orders and 


directives were decided at the centre of the organization, and com- 


pliance to these was expected on the part of those in the wards 


i.e. at the periphery of the organization. T 
The Salmon nursing structure has made this administrative 


hierarchy clearer and potentially more purposeful. At the same 
time, specialized clinical developments are today occurring more 
rapidly at the patient care level. If such developments, excluding, 
of course, those requiring large scale financial expenditure, are to 
be encouraged, then those in the patient care situation may be 
delayed in their developments by having to refer them back to the 
nursing managers for approval, particularly if developments lie 
outside current policies. This can have the effect of stultifying the 
work of nursing practitioners and inhibiting their personal and 
team development. One key point in this process may be whether 
the nursing administration expects to be informed before develop- 
ments take place, or whether it is happy to be informed after 
developments have taken place. This obviously has implications 
for what the practitioner nurses and the nursing administrators 
each expect of each other. The difficulty experienced at ward or 
clinical team level may be that non-nurse members of a team may 
be able to agree a new way of working or of organizing the work 


of that team but the nurses cannot join that agreement until they 


have referred the matter to the nursing administration. The prob- 


lem may be, therefore, to find a style of administration which can 
, , i x 
enable the nurses in the team to function with the other members 
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in a way that is satisfactory to all team members, ag = = 
inhibit development. This problem assumes that develop aren 
become more peripherally located (i.e. initiated by teams in ® a 
and units rather than by the central administration). In many re 
a ‘periphery-centre’, or decentralized, model is more appropria e 
than the traditional ‘centre-periphery’ model (Schon 1971). , 
The base from which nursing administration has evolved is, z 
we have noted, not helpful to solving this problem. Burns ; 
Stalker (1961) studied the way that two different industrial ee 
zations worked, and showed that one was much more oe 
adapting to change. They described in detail how people = oot 
together from different sections (perhaps analogous to di “sien 
disciplines) were able to evolve a code of conduct, conducive > 
effective working. In one sense this study—of a ‘mechanistic m 
‘organic’ style of working—bears a strong practical working po 
tionship to x and y systems of management (McGregor 1 À 
frequently discussed on management courses. The x system is the 
‘carrot and stick’ hierarchically run organization, and og y 
system is less hierarchically dominated, more committed to n 
growth and development of its personnel, and assumes that people 
can enjoy their work. , 
To return to the problems encountered in team working, it 
would seem that a periphery-centre model of working might 2 
the most appropriate to facilitate the development of a clinica 
team’s work. Implicitly this would both need and encourage a more 
organic way of working, which in turn would be at variance to the 
historical base from which custodially orientated institutions have 
evolved. It would entail a shift from an x to a more y theory of 
management. The advantage to ward nurses would be to enable 
them to function more fully in multidisciplinary team situations, 
Without the feeling that even small changes in practice have first 
to be sanctioned by higher authority. One frequent objection to 
this is that nursing administrators claim that the peripheral team 
is not in possession of full facts and cannot see the larger picture. 
This objection needs little comment since it only raises the 
question of “Why can’t they see the larger picture?’. Many de- 
velopments in psychiatric care these days—if they are to be sensi- 
tive to need—have to take place across organizational boundaries, 
and have to be undertaken by the clinical team members. A further 
advantage from a Periphery-centre model can be that the organiza- 
tion is able to respond to needs more quickly and in a more dis- 
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cerning way, with the added advantage that decisions are made by 
those most closely associated with the problems. That such a way 
of working needs a soundly developed system of accepted delega- 
tion goes without saying. A simple practical example of all this is 
afforded by a development between two organizations. 


‘A No. 7 Nursing Officer in a psychiatric hospital, skilled in using 


counselling groups, was requested to undertake a weekly counsel- 


ling group for nurses in a ward in a local general hospital. She was 
able to make her own decision about this, which grew naturally 
out of work she had been involved in concerning nurses seconded 
between the two hospitals. The problem encountered by her was 
that, upon responding to the request, she found that the request 
had to be ‘approved’ by higher levels in the other hospital; it 
could not be made by her opposite number. The request then had 
to oscillate between ward and PNO in the general hospital, in- 
volving lengthy delays in the development taking place. Indeed, 
the time lag almost killed the development.’ 


This illustrates interesting differences between what each 
hospital expected of its nursing officers, and what they accepted as 
being part of their work, as well as the freedom that one No. 7 
Nursing Officer felt in making natural developments out of her 
team’s work, which received the full retrospective support of her 


own Principal Nursing Officer. 


This brief discussion of nursing a¢mt ab 
ment is included to suggest that further improvements will be 


needed in order to encourage professional practice and care de- 
velopments. These will be necessary tO achieve the position where 
service can respond quickly and discerningly to new OF — 
needs, as well as experimenting with new ways of prn, ; Pa 
are, however, two further topics which are worth exploring brie y 
both of which have implications for nursing management an 


administration. 

The development of Salmon has largely piene a more 
clinical advances in psychiatric nursing. It has been a y many 
as a logical development of the preceding nursing i, oe 
Organization. It has not questioned whether nurses s$ oik wor : in 
a purely administrative capacity. Apart from teaching, a — Ea 
tion has been the only promotional line. The professiona rewards 
for nurses have not, therefore, been associated with direct patient 


dministration and manage- 
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care. A cool look at a nursing administration's work might suggest 
that much of it could be undertaken by, say, a Higher Clerical 
Officer or a General Administrative Officer functionally deployed 
to a nursing administration from the professional administration 
which would free nursing officers for work of a more clinical 
nature. It is only a short step then, to asking, ‘Should there be a 
nursing administration?’, or ‘Is there a place for nurses in ad- 
ministration?’. The questions may be seen as heretical by some, but 
are worth careful debate. , 
One further question, not unrelated to the previous one, in- 
volves the question of employing psychiatric nurses in a special 
clinical capacity. Under current administrative thinking there 
would appear to be little place for them. Indeed discussion is 
already centring around the question of devising another career 
structure for them. It is to be hoped that this does not reflect a 
Sophisticated rejection of such nurses on the part of current nurse 
administrators. It would be interesting to speculate upon the effect 
on nursing practice if such nurses could be employed in current 
unit nursing officer posts. No doubt some would see it as a possi- 
bility with disastrous consequences. However, it could well be a 
creative development out of which quite fundamental changes 
might follow. In particular, the model provided for trained staff 
and those in training could well be radically different from that 
Provided currently by many nursing officers who do not have the 
benefit of further clinical training. This in turn could affect the 
teaching/learning environment for nurses in training and may 
additionally activate the administrative network with a patient 
centred set of values that would be difficult to achieve by other 


methods. 

The latter point can be developed further. There is a strong 
need for appropriate Tesearch findings to be used in a way that 
can bring ab 


out more informed chan 


4 ge in the health service. There 
is an obvious need, th 


erefore, for nursing administrators to have 
It is doubtful, however, unless they have 
ved in some research undertaking, that they 


i 4 ese shortcomings. The relationship be- 

esearcher and administrator is crucial, and the question 
that needs careful thought is ‘How far is it useful for the researcher 
to have had administrative experience, and how far should the 
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administrator have had research experience?’. The question is just 
as important in relation to setting up clinical nursing research 
projects (Altschul 1974), since the attitude of nurse administrators 
is important to their success. 

These topics are speculatively discussed, but perhaps need to 
be debated more fully by the psychiatric nursing profession with 
at least experimentation before making any irrevocable or uni- 
lateral decisions. 


PSYCHIATRIC CARE IN THE FUTURE 


s been discussed at some 


The evolution of psychiatric care ha 
have developed 


length. It is apparent that quite different patterns 
in different parts of the UK (Hill 1969), and that general trends for 
the future can be detected as emerging practice today. 

In urban and suburban areas patterns of care will, in all proba- 
bility, evolve differently to those in more rural areas, where 
travelling distances are higher, where there may be more a sense of 
community, and where the expectations of patients and their 
families and their social networks may well be different to town 
people. It is hazardous to crystal gaze, but perhaps profitable if we 
are to gain a sense of direction for the future, and know what to 


i is to disappear 
i e ps chiatric hospita 1S i 
P 1 due course, the larg psy ‘ Lis t 


then it is obvious that many of its functions w oe 
vided, albeit in a new way. There is strong evidence that, in a 


tion to small ‘acute’ psychiatric units, there will be a = 
need for many other forms of specialist and aan fas or 
day care, rehabilitation units, psychiatric eare ee ities an 
So on (Wing & Hailey 1972), as well as domic iary services. 
Certainly it would be more appropriate to see e Ea ma 
service provided to a geographical area, rather than some g 
ee agit a e e iatri sing focuses on 
Much current discussion in eae Ta A y opiates 
communi ing that is undertaken c i 
ee ge and reinforce a split 


arenie ite Thb vine Git Ta nly raises such ques- 
between the two forms of care, which not on y Të 


tions as, ‘What relationships exist peers eon ier 
Patient as an in-patient, and the problems he an first and second 
Counter at home??’, but can result in an unobtrusive 


82 C J Harries 


class service developing, or result in disabled patients becoming 
‘hidden’ at home (just as once they were in the back wards of 
psychiatric hospitals) where they sink into uneasy chronicity— 
particularly if ‘keeping the patient out of hospital’ is seen as the 
only goal for care. Clearly there is a need for psychiatric nurses to 
recognize that in whatever setting they work, they are providing a 
service to a community, and to recognize that at different times 
some settings are more appropriate for care than others, and that 
in-patient care, hostel care, day care and domiciliary care each 
have strengths and limitations at different times. Perhaps most 
important is for them to ask regularly and critically the question, 
“What is it that we are doing for this patient which will enable him 
to function better?’, 

If an aggregation of services, ranging from general practice 
domiciliary visiting through to in-patient and other forms of resi- 
dential care are seen as a community care service, it is clear that 
psychiatric nurses can be seen collectively as the basic matrix or 
manpower network for these provisions; they represent the largest 
psychiatric manpower resource upon which to draw. They also 
represent treatment resources as individuals because, more and 
more, they are taking advantage of widening opportunities to 
develop individual skills, 

Such an aggregation of services, and the staff who man them, 
I need to function in new and more flexible ways. It is probable 
that some patients’ needs may be best met on occasions by being 
a ‘night patient’ in an in-patient setting and a ‘day patient’ in a day 
hospital or rehabilitation centre. This may enable a rehabilitation 
Process to be maintained during an ‘acute’ phase of care. A patient 
might live at home, or in a hostel, during the week, yet drop in to 
a unit at weekends. This may enable some of the patient’s social 
needs to be met and, at the same time, continuing support to be 
maintained for the patient. The permutations to such possibilities 
will need to be purposefully developed. 
ee an aggregation of such services will be closer 
aame p eir proximity capable of exploitation. It will, for 
» pe easier to run general psychiatric services alongside 


mor iali ‘i : S 
© specialist or functional services, such as those for alcoholism 
or the elderly. 


wil 


In 
ioe. the problems of geographical distance between 
nd consumers means that outposted facilities are usually 


necessa: pA 
ty, and that general Practitioners frequently play a much 
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larger part in the service provided. Remoteness of services and 
long distances may make, for example, occupational rehabilitation 
a difficult, if not impossible, process. The same factors can make 
the problems of coordinating general psychiatric outposted ser- 
vices with more functional services difficult. The problems re- 
quire sensitive administrative support if they are to be solved at all 
satisfactorily, together with a continuing dialogue between the 
teams providing general and functional services. 

The problems experienced and presented by patients and 
families in rural areas may be different to those in urban areas. For 
example, the need for occupational rehabilitation could well be 
less. The urban work role, for example, may demand a higher per- 
formance in a narrower band of activities than working roles in 
rural areas, where a lower performance in a wider range of acti- 
vities may be required. In rural areas, therefore, an individual may 
find occupational survival easier, when there are generally lower 
requirements of performance in specific tasks, and failure to meet 
expectations in some tasks may still permit others to be met. These 
sorts of differences need much more exploration and research to 
be proven in any way, even though experience and observation 


Suggests they may be valid. Certainly their recognition would 
similar problems. There is 


suggest different answers to apparently ; 
considerable evidence already to suggest that such differences are 
reflected in the frequency with which social crises are encountered 
in more urban areas (Brown et al. 1966) compared with more 
sparsely populated areas (Mandlebrote & Folkard 1961). ba 
Whatever pattern is adopted for services, it is evident t at the 
general practitioner will play a larger part 1n services in wore 
Sparsely populated areas than in urban areas. In urban areas, the 
compactness of populations can enable psychiatric services to ar 
tain care for more disabled patients who are unwilling to atten 
their general practitioners’ surgeries regularly, or will not accept 
a visit from their general practitioners (or where gme pe 
tioners would wish the psychiatric service to contione care : “= at 
reason). In rural areas, on the other hand, the genera on od 
tends far more to accept a continuing part in the ri : i 
abled patient and his family. The greater geographical distance 


betw dth tient’s home means that 
vee sapri nd the pa 
n the psychiatric team a radeneg Tole for Ta 


the general practitioner can perform an # staining Or con- 
Psychiatric team and can play a M the eneral 
tinuing care. In both urban and rural areas, of course, g 
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practitioner and the primary health care team will still perform the 
‘gatekeeper’ function for psychiatric care. 

The aggregation of psychiatric services for an area will show 
differences in the way they are patterned, and the way that they 
deliver care. It is plain that some form of evaluative process is 
highly desirable to monitor such developments and enable prac- 
titioners and planners to make more informed decisions, not only 
about ‘how many’ of ‘what’ services are required—but also how 
they are best coordinated and organized, and how one service 
seems to operate more effectively than another. Only then will the 


experience of one service become more rationally available to 
another. 


OUTSTANDING QUESTIONS AND DILEMMAS 


The topics so far discussed in this chapter have suggested that 
psychiatric nursing is in a rapidly developing transitional period. 
On the one hand psychiatric nurses are providing a much wider 
service than their custodial ancestors, by working in multipro- 
fessional teams and providing a service matrix for the care the 
team gives, whether general or specialized. On the other hand, 


nutses are acquiring specific skills which can be exercised at a 
personal level. Such deve 
ptob 


problems and plight of some services 
pitals are well documented elsewhere 
Cmnd 4861). Whilst many difficulties 
a relatively neglected field in terms of 
compared with general medicine, and 
es by over large wards, pathetically few 
g conditions, the factors and circum- 
Maintain such problems are in reality 
» and probably outside the compre- 
ice administrators, given their current 


‘ particular. In psychiatric services 
most medic: j r 5 i 

al and other mobile professional staff choose to spend 
vices. In this way a first and second 
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class service can easily be generated by the behaviour of profes- 
sionals. These values are reflected by psychiatric nurses’ preferred 
working areas (Harries 1972). Looked at in another way, much of 
the psychiatric services are maintained by nurses who are less 
able to choose their work areas than other more articulate pro- 
fessionals. 

The pertinent problem in all this is that psychiatric nurses, as 
they are becoming better professionally educated and more articu- 
late, may choose to emulate other more mobile professionals. In 
this way the more vulnerable and disabled patients will be de- 
prived, yet again, of more professionally skilled care. For the body 
of psychiatric nurses to claim (like other professional groups) that 
their skills can make more impact on patients that are ‘curable’, 
only begs the question (amongst others) ‘Are the skills that 
Psychiatric nurses (and others) are developing the most appropri- 
ate?’, Since psychiatric nurse training for registration largely draws 
upon practical nursing and psychiatric medical knowledge for its 
syllabus of training, it could be claimed that the knowledge base 
is inappropriate to a large proportion of needs which nurses have 
to meet. More appropriate skills, drawn froma different knowledge 
base and exercised successfully may improve professional satis- 
faction and ensure the future of psychiatric care. The behavioural 
Sciences, such as social psychology and sociology, may well be the 
Most appropriate disciplines upon which to draw for this, since 
there are perceptive and powerful arguments for seeing nursing 
as a unique applied social science (Smith 1966). The social ss 
can also be a valuable standpoint from which to un pn 
Psychiatric nursing and the complexities of the nurses wor 
(Towell 1975). 


Professionalization 

A further dilemma which psychiatric ionalism is defined 
that of increased professionalization. Professiona we is define 
More on dimensions such as a right to saree re owe 3 
managing situations, in gathering and using â a he than aves. 
and in exercising personal skills (Etzioni 1969), rat n ice 
sions of nursing uniforms, compliance to rules and s ee m - 
Personal appearance, so often confused by nurses n ee | 
indices of professionalism. Psychiatric cares because © i 
nature, already has more opportunities for nurses to develop 


nursing will have to face is 
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professionally along the dimensions suggested above, than nurses 
in general medical care, who work in much more structured and 
prescriptive environment. The dilemma here will be for psychi- 
atric nursing administrators. It is they who will have to recognize 
the potential inherent in the opportunities for professional develop- 
ments, and change their traditional controls over less senior 
nurses in a way that can support their professional development. 
Certainly those changes associated with decentralization and 
described earlier are an appropriate start to this process. 


Reorganization 


A not unrelated dilemma concerns the process of wider organiza- 
tional change in the health service. Many psychiatric services find 
themselves part of a mixed group of services, or with a chain of 
command outside the actual psychiatric service which has au- 
thority over them, but little knowledge of psychiatric care. In 
many parts of the UK there is doubt that psychiatry will gain 
anything from such reorganization. In some instances it may 
eventually prove detrimental (NAMH 1974). The processes by 
which this may occur are based on the lack of understanding of 
the needs in psychiatric care. Incisive and sometimes authoritarian 
nursing administrators, whose experience does not include a 
sound psychiatric training, and who have authority over nurses in 
psychiatric services, may fail to recognize that interactional pro- 
cesses and attitudes in psychiatric nursing care are the precious 
equivalents of antibiotics and intravenous infusions in general 
medical care. In the absence of advisory and consultative relation- 
ships between superior and subordinate in this chain of command, 
there will be a dilemma for psychiatric nursing administrators of 
how to maintain a service which has taken years to build up. 


T is clear that psychiatric nursing is in an accelerated state of 
development in the UK, The next decade will be exciting. There 
a more Opportunities for psychiatric nurses to explore new areas 
E ha a remembering that longstanding problems still need 
recognizing dee i T opportunities for specialization whilst 
general psychiatric hit ationship of specialist services with more 

ervices needs sensitive coordination. There 


are mor iti ie i 
ri nen P eorne for acquiring personal skills whilst bearing 
at psychiatric nurses’ organizational skills can be 
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crucial to a team. Each development poses further problems 
which need increasingly perceptive solutions, and an iicteasine 
ability to cope with ambiguity (Bennis 1969). The future can be 
nothing but stimulating and exciting. New horizons will mean new 
challenges. 
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4 


CONTRIBUTION OF THE 
REMEDIAL PROFESSIONS 


M Davies & E Grove 


In the UK, the professionally trained personnel of the a 
professions are comparative newcomers to the field of Pe 
illness, although the skills they use are by no means new, as ee a 
history records. A changing attitude to the application 7 capa 
skills began to take place during the Second World War w aen ‘ a 
increasing awareness of the benefits of group eel a 
patient involvement developed from the treatment of service P M 
sonnel suffering from neurotic illness. As these concepts e a 
replace the custodial and authoritarian attitudes which ha oa 
vailed in many psychiatric hospitals, patients were encourage i 
participate, not only in work activities, but in self-care and se : 
management. The therapeutic opportunities for the remedial pro 
fessions, as members of multidisciplinary teams, steadily in- 
creased. In many countries the demand for trained staff has aie 
tinued to grow, often completely outstripping the supply. Table 
4.1 indicates the distribution and proportion of personnel praci- 
sing in the fields of mental illness and mental handicap within each 
profession in 1972. 


ae DR m 
Lack of staff limits the treatment that can be provided and r : 
leads to an underestimation of the potential contribution of th 
remed 


i i ‘bution it is 
ial professions, In order to evaluate that contribution it 


ap ir 
proposed to look at their relationships within the team, thei 
individual roles anı 


d skills, their present work and possible future 
developments. 


TEAM APPROACH 


Teamwork is an essential element of all patient care but in no area 
92 
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does it play a greater part and have a more significant and specific 
influence upon treatment than in the field of mental illness. Every- 
one who comes into contact with the patient can in some measure 
contribute to his welfare, provided they understand the aims of 


Table 4.1 Distribution and proportion of personnel in mental illness and 
mental handicap 


Those working with 


Those working with the mentally 
the mentally ill handicapped 
Total no. of Others Others 
registered Qualified including Qualified including 
therapists staff aides staff aides 
Profession A B C D E 
Occupational 
therapists 3620 598-69 747-88 93:00 27951 
Physiotherapists 10 984 12:14 25:98 58:96 22-42 
Remedial gymnasts 341 No returns available No returns available 
1000 5-10 — 26:69 pa 


Speech therapists 
(figures supplied 
by the London 
College of 
Speech Therapy) 

The figures in column A for the first three professions are published by the 

entary to Medicine and include all 


Council for the Professions Suppleme 1 Setia aid Kodal kere 
regist äpist orking in physica! , psychiatric and sı a rvice 
gistered therapists w Ans B, C, D and E were supplied bythe 


fields in 1972. The figures in colu: : ; 
Department of Health and Social Security. They represent whole time 


equivalents in England and Wales for the same period. 


suffers if one group of staff encourage 


him to be independent and others take away his personal responsi- 
h it is necessary for all members 


bility. To achieve a unified approac i > 
of the team, doctors, nurses, psychologists, social workers and 
members of the remedial professions to understand and respect 
the work of their various colleagues. For example 5 nurses do not 
see the work of the remedial staff as part of the total treatment plan 

f this and may lose 


then the patient will quickly become aware o 
p a When medical staff are not 


confidence in the treatment given. : 
fully aware of the skills which members of the team have to offer 
then treatment opportunities may be lost. A patient’s performance 
in the occupational therapy department may be quite different 


treatment fully. The patient 
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from that seen on the ward. Unless frequent visits to the depart- 
ment are made by both medical and nursing staff much valuable 
information may be overlooked. Relatives who do not understand 
the aims of treatment can also unwittingly reduce the patient's 
confidence in his ability to function independently. The patient 
himself is of course the most important person in the team and 
success can only be achieved if he is motivated to take an active 
part in his own rehabilitation. i. 
Although the trained staff involved in the multidisciplinary 
team have different professional skills, there are many common 
elements in their training and in practice there is obviously a wide 
area of overlap. For instance, games, exercises and relaxation can 
be carried out by occupational therapists, physiotherapists and 
remedial gymnasts. Speech therapists may ask occupational thera- 
pists to give the patient stimulation and speech practice when 
attending the department and ask nurses to maintain a programme 
at ward level. Domestic rehabilitation is usually associated with 
occupational therapists, aides working under their supervision, of 
specialist teachers; but nurses who are interested and understand 
the patient’s special needs may also take domestic groups. Some- 
times it is a matter of personality rather than special skill because 
the patient has a better relationship with one therapist than an- 
other. An awareness of this possibility will allow much greater 
flexibility and consequently more effective treatment. ; 
To obtain this kind of understanding and maintain coordina- 
tion within the team it is vital to have good lines of communica- 
tion. Patient treatment programmes should be fully discussed with 
all team members as should their progress and rehabilitation plans. 
The sharing of information can be done in a variety of ways but is 
usually carried out by means of regular group meetings involving 
the whole team. These meetings may also include the patients, 
either individually or as a group, depending upon the method 
favoured by the team. Very often a combination of methods is 
used. The degree of formality at these meetings varies consider- 
ably as does the attitude to leadership. In some groups the doctor 
is always the leader but in others leadership roles are undertaken 
by a variety of people at different times as is felt to be appropriate. 
Communication and cooperation should continue when the 
patient leaves hospital. Rehabilitation is a continuous process and 
many Patients recovering from mental illness require considerable 
support when first returning to the community. Support from the 
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hospital should be coordinated with that from local authority and 
other community services. Any member of the team should be 
able to maintain a relationship with the patient after discharge if 
this is of benefit to the patient. Handing over responsibility, 
whether from consultant to general practitioner or hospital occu- 
pational therapist to community worker, should be arranged to 
meet the patient’s needs rather than to fit a rigid delineation of 
responsibilities. This is greatly facilitated in hospitals where pro- 
vision is made for social workers from the community and others, 
such as the Disablement Resettlement Officer, to be included in 
regular meetings concerned with patients’ resettlement. It is valu- 
able if such meetings can be held from time to time in the occu- 
pational therapy or industrial therapy departments where the work 
situation can be observed as well as discussed. 

Within the psychiatric hospital the work of the occupational 
therapist and the psychiatric nurse overlaps more perhaps than 
that of other members of the team. The training of psychiatric 
nurses now includes in its syllabus a period of practical experience 
in an occupational therapy department. Here the two professions 
have an opportunity of working closely together and the aims of 
Occupational therapy can be fully explained as well as demon- 
strated. As a result good personal relationships can be built up 
which help mutual understanding. In addition both occupational 
therapists and physiotherapists are called upon to give lectures 
to their nursing colleagues and conversely their students benefit 
from lectures and demonstrations from senior nursing staff. 


ROLES AND SKILLS OF THE REMEDIAL 
PROFESSIONS AND ALLIED STAFF 


Occupational therapists They treat patients of all ages within the 
broad range of neurotic and psychotic illness, personality dis- 
orders and mental handicap. Treatment programmes are designed 
to help patients overcome or adjust to their mental illness and to 
the problems associated with this. These programmes should 
cover all aspects of normal life and include physical, educational, 
social, leisure, domestic and work activities. Most activities are 


carried out with groups of patients working together providing an 
Opportunity for interaction and discussion. The individual needs 
deration and programmes 


of patients must also be taken into const 
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should be both flexible and progressive. The occupational thera- 
pist is able to observe the patient’s progress and assess his potential 
taking into consideration such things as emotional stability, rela- 
tionships with others, responsibility and social confidence as well 
as concentration, learning ability, work tolerance and motivation. 
Where an accompanying physical disability is present, the patient 
can be assisted by the occupational therapist to achieve maximum 
independence. 


Physiotherapists Working with psychiatric patients they consider 
the management of physical conditions and the improvement of 
poor physical performance as their primary functions. In addition 
however to the treatment of specific physical disability, general 
exercise groups are taken which help to overcome physical deteri- 
oration, improve coordination and relieve feelings of aggression. 
Simple exercises, games, singing and responding to music help 
psychogeriatric patients to improve communication between mem- 
bers of the group as well as maintaining physical mobility. Relaxa- 
tion classes are also taken for the relief of physical tension. Many 


of the group activities are carried out in conjunction with occupa- 
tional therapy and nursing staff. 


Remedial gymnasts They provide general physical and recreational 


group activities together with organized games and walks. They do 
some individual work but concentrate mainly on developing 
concentration and coordination and encouraging maximum parti- 
cipation in group situations. Such activities are particularly 
appropriate for young active men who require plenty of exercise. 
Simple music and movement activities together with percussion 
work are frequently used with less active patients. When working 
with mentally handicapped patients they concentrate upon the 
improvement of faulty posture and poor muscular development 
in addition to the treatment of specific physical disability. Team 
coaching and the organization and promotion of interhospital 
games is also undertaken by remedial gymnasts. 


> naki iaa EaR They carry out assessment and treatment of 
them, for example fe es amongst psychiatric patients referred to 
playa vital zole in ch ysterical voice loss or a stammer. They may 
of de ddein Me e speech disorders, particularly the aphasias, 

yY- Mentally handicapped patients present with a 
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variety of disability within the four main categories of speech im- 
pairment namely faulty articulation, disorder and lack of normal 
development in language, defects of vocal production and fluency 
disorders. They may also suffer from disorders of comprehension. 
Here again the speech therapist’s contribution will be both in 
assessment and treatment. The teaching of language skills to the 
young mentally handicapped will in many cases be shared with the 
class teacher and the maintenance of such skills amongst adult 
patients will largely depend upon the availability of the therapist 
and the help which can be given by other colleagues. 


Other personnel Very close links with medical and nursing col- 
leagues are fundamental to good treatment but in addition there is 


a wide range of personnel contributing to the rehabilitation of the 
e work is closely related to that of 


Patient, some aspects of whos 
tional therapists 


the remedial professions. For instance occupa 
collaborate with clinical psychologists in practical assessments and 
the provision of learning and deconditioning programmes. Social 
workers can gain additional information about the patient’s per- 
formance from the observations and assessments of the remedial 
professions. It is particularly valuable for visiting staff such as 
Disablement Resettlement Officers to consult with occupational 
and industrial therapy staff when considering the potential of 
patients about to return to work in the community. In adolescent 
units, child psychiatric units and hospitals for the mentally handi- 
capped, the educational needs of the patients are met by teachers 
and there is considerable overlap between certain aspects of their 
work and that of occupational therapists and speech therapists. 
Some hospitals employ artists and musicians to provide patients 
with a media for creative expression. Where occupational thera- 


pists are also available these may be joint sessions. 
Aides and technicians As a result of acute staffing of ei 
amongst the remedial professions the use of wanton become 
increasingly necessary to maintain services, particularly in psy- 


chiatric hospitals. They are used mainly in occupational therapy 
departments and also in some physiotherapy departments; in both 
nd supervision of qualified 


cases they work under the direction ane | s i R 
staff. Some may have had previous experience with patients, for 
example in the nursing field or they may have expertise ina particu- 
lar area such as domestic or dressmaking skills. An in-service 
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training is now being undertaken in a number of hospitals to pro- 
vide some general background information for aides. Some = 
pational therapy departments also employ technicians with sae 
skills, for instance in woodwork or metalwork or with pac i 
workshop experience. Industrial units may be the responsibility 
of occupational therapists or completely separate departments run 
by industrial managers or senior nursing staff. In the latter case it 


` ; ’ ti 
is usual to liaise with occupational therapists and other staff whe 
work assessments are carried out, 


Volunteers 


An increasing number of people outside the hospital 
volunteer t 


o work with patients and many psychiatric hospitals 
now have coordinators appointed to channel such assistance where 
most appropriate. Some of this work is carried out in conjunction 
with remedial staff. Volunteers frequently help with social a 
and outings for patient groups or visit patients who may be out o 

touch with their own families. Those who have special skills can 


; : s 
give lectures and demonstrations to patient groups or perhap. 
present some form of entertainment. 


THE REMEDIAL PROFESSIONS IN REHABILITATION 


Aims of treatment 


The ultimate aim of treatment is to 
integrated members of society able to 
family life, and to pursue their wor 
Where this is not possible it is im 


work and social competence to the maximum level of which the 
patient is capable. Constant attention should be paid to preparing 
the patient for the 


way of life he will follow on leaving hospital. 
To fulfil the aims of treatment a wide variety of activities must be 
available. 


reestablish patients as well 
meet the demands of normal 
k and leisure interests fully. 
portant to develop domestic, 


Activities and techniques 


Physical activities Exercises, games and relaxation help to main- 
tain physical fitness, 


; channel aggressive behaviour and relieve 
tension. Working in small groups provide opportunities for re- 
socialization. 
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Intellectual and educational activities These stimulate patients to 
maintain and/or develop their intellectual functions. Discussions, 
debates and quizzes help to increase concentration and keep 
patients in touch with outside events. Further education facilities 
can usually be arranged in conjunction with education authorities 
when required. Lectures by visiting speakers and outings to places 
of interest can often encourage patients to extend their horizons. 
When planning these activities care must be taken to avoid putting 
an anxious patient in a situation where his self-confidence might be 


diminished. 


Social activities Many patients lack self-confidence and are un- 
able to make easy social relationships; for others there is a need to 
encourage acceptable social behaviour. Dances, percussion bands, 
dramatic groups, play reading, musical appreciation and art will 
provide opportunities for self-expression in a group situation. The 
point of emphasis will vary when planning social events. If the aim 
is to encourage long term patients to communicate and enjoy 
themselves the emphasis is on successful participation with con- 
siderable staff support. If however the group comprises patients 
with neurotic or faulty social behaviour and poor interpersonal 
relationships then the activity can be used as a learning situation. 
In this case the patients should be given maximum responsibility 
for planning and presenting the event and the therapist be pre- 
pared to let the organization falter if necessary so that the reasons 
for lack of success can be studied and discussed by the group, the 
causes understood and remedies suggested. The organization of 
social events provides a great many areas for responsibility and 
participation on the part of patients, in the preparation of refresh- 
ments, drawing posters, making decorations, presenting games, 
Operating record players and clearing up afterwards. A social 
occasion provides a good reason for encouraging a special interest 
in personal appearance. Demonstrations 1n beauty care and hair- 
dressing can help to stimulate patients’ interest 1n their appearance. 
It is valuable to follow these up with group sessions where patients 


are able to help each other. 


Leisure activities These help to develop new interests which can 
be continued outside hospital and also provide an opportunity to 
extend those hobbies which a patient may already have such as art, 
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dressmaking, woodwork, pottery, photography or gardening. 
Learning to play cards such as bridge, whist, and board games 
such as chess and draughts, can provide patients with new leisure 


skills. 


Domestic activities Many housewives admitted to hospital have 
lost confidence in their ability to run their homes. Household 
management as part of the rehabilitation programme includes 
cleaning, laundering, budgeting, menu planning, shopping and 
cooking. Longer stay patients who now have the opportunity of 
returning to the community will need additional help with very 
basic skills such as handling money, withdrawing pensions, 
travelling on public transport and coping with traffic. For them 
shopping expeditions will not only need to cover household items 
but the purchase of their own clothes. Younger patients, particu- 
larly men, who are likely to be living alone in bedsitters may re- 
quire some help in learning to become domestically independent. 
These activities can be carried out with small groups working in 
domestic rehabilitation units within the hospital. Such units 
usually resemble a small flat and contain the size and type of 
equipment likely to be used by patients outside hospital. 


Work activities Varied work situations are necessary for work 
assessment and work practice. These can include clerical and office 
work, indoor and outdoor maintenance, production and light 
assembly work, domestic work and gardening. These situations 
may be provided in industrial units, in occupational therapy 
departments or within other sections of the hospital, such as the 
stores, laundry, kitchens, offices or gardens, or may be found out- 


side the hospital by special arrangements with local firms. Work 
assessment provides an Opportunity 


a patient to return to his 
looking at his potential for 


for examining the potential of 
own job or where this is not possible 
20 alternative employment and the advisa~ 
bility of further training. Work practice allows a patient to regain 
confidence and ability to concentrate in a work situation and to 
build up speed and work tolerance. Here technical supervisors 
have an important contribution to make; they introduce normal 


standards and look primaril 
y at the patient’ ity for work, 
rather than using work as à Ee 


a therapeutic media Provisi lso 
. Provision must a 

be re for those patients who are unable to return to open 

employment but require a sheltered workshop situation. It is 
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preferable for this to be outside the hospital to reduce the risk of 
patients developing a very dull and institutionalized routine. 
Variety is needed in complexity of work and degrees of responsi- 
bility. Upgrading should be possible as soon as the patient is 
ready for it, accompanied by the corresponding increase in finan- 
cial reward. Account must also be taken of those patients whose 
normal work falls outside the range of jobs generally available. 


Some activities such as art, music and drama 
hotherapy assisting the patient to be- 
nd, underlying difficulties and prob- 
lems. Technical ability is not required in these groups and materi- 
als used are often unconventional. The reactions and information 
gained from these sessions are fed back to staff and community 
meetings. In some groups there is direct medical involvement or a 
number of therapists may work together. 

In art groups the subjects chosen are designed to arouse im- 
portant feelings such as friendship, jealousy or frustration. 
Patients can select from a wide range of materials using them 
experimentally. The sessions eventually lead to discussion when 
each patient describes the significance of the content of his paint- 
ing. The discussion and shared experience provide a valuable 
learning situation and for this purpose the groups are usually small 
consisting of six to eight patients. ; 

Similarly the purpose of some music groups 1S to promote dis- 
cussion of feelings aroused rather than appreciation of the music. 


In this instance unfamiliar music is more evocative of imagery and 
productive of discussion. Participation in the creation of music 
ide a means of self-expres- 


using very simple instruments can provi 
sion and communication for larget numbers of patients. 

Drama is used in a variety of ways usually in small selected 
groups. Remedial drama utilizes a series of exercises designed to 
bring about communication so that the group as a whole may be- 
come aware of feelings and needs. The emphasis is upon experi- 
encing feelings rather than discussing them. In sociodrama mem- 
bers of the group act out situations involving problems of relation- 
ships in family, social and work situations, either real or con- 
structed. Discussion follows so that the total group is involved. 
The aim is to develop an appraisal of relationships and discussion 
of ways in which problems can be dealt with successfully. En- 
counter groups using simple drama techniques such as mime or 


Projective techniques 
can be used as aids to psyc. 
come aware of, and understa 
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interaction games are carried out with larger groups. Here the 
purpose is to increase confidence and facilitate communication. 


Projects These are group activities organized by patients with the 
emphasis on contributing to the total group or to the community; 
for example hospital magazines, jumble sales, sports tournaments, 
decorating rooms in the hospital or in the locality, putting on a 
revue or pantomime or making Christmas decorations for the 
ward. These groups provide an opportunity for the patients to work 
together, take responsibility, organize and cope with interpersonal 
relationships in a practical situation. The role of the therapist is 


to help the patients when necessary and be constantly aware of 
their reactions. 


Play therapy This is used by remedial staff as a media for com- 
munication when working with emotionally disturbed children 


both individually and in groups. It is fully described in the chaptet 
on Child Psychiatry. 


Assessments Initial assessments at the time of referral and report- 
ing on a patient’s progress are part of the normal procedure within 
the treatment team. More specific requests from the team for 
assessments usually occur in connection with personal independ- 
ence, domestic competence and work potential. These may be 
single assessments or repeated at regular intervals. Assessment of 
personal independence is frequently required when psychogeri- 
atric patients are likely to be discharged to homes or hostels in the 
community. Account is taken of general mobility; ability to reach, 
lift and carry; personal care including washing, bathing, toileting, 
shaving, dressing, eating and drinking. When patients are te 
turning to their own homes travelling on public transport, shop- 
ping, preparation of basic meals and general housework will be 
additional items in the assessment. Domestic assessment fot 
longer stay patients receiving retraining is usually carried out on 4 
continuous basis. Progress assessment charts are very useful in 
evaluating the degree of independence achieved, particularly when 
a group of patients are working together. A check list of minimum 
criteria provides a further guide when discharge is being con” 
sidered. 

Work assessments can be carried out over a period of time by 
multidisciplinary observation and consultation in a work situation 
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or more formal tests devised to meet individual problems. When 
looking at work potential consideration must be given to the 
patient’s physical capacity as well as motivation, concentration, 
learning ability, intellectual and educational levels, memory, 
speed, dexterity, accuracy, work tolerance, punctuality, relia- 
bility and interpersonal relationships with supervisors and co- 


workers. When looking at the suitability of a particular job for a 
to ensure that he will be able to under- 


patient it is also necessary 
th the additional problem of 


take the hours required and cope wil 
travelling. 
Areas of work 


Of the four remedial professions occupational therapists form the 
largest group in the psychiatric field where departments have been 
established for many years. Some psychiatric hospitals have 
physiotherapy departments and with the opening of psychiatric 
units in general hospitals a greater interest is being shown in this 
area of work. Most speech therapists and remedial gymnasts are 
based in general hospitals although there are a small number of the 
latter in psychiatric hospitals. Some of all four professions work 
in hospitals for the mentally handicapped or visit on a sessional 
basis. Patients in psychiatric hospitals with speech problems are 
usually referred individually to the nearest speech therapy clinic 
for assessment and treatment. Although the main aims of treat- 
ment are constant, the method of carrying these out will depend 
upon the type and size of the unit, the facilities available and the 


general treatment policy. 


Psychiatric hospitals 
e is a very comprehensive 


In many large psychiatric hospitals ther 
ange of professional per- 


rehabilitation service involving a wide r } 
sonnel as well as visiting specialists, aides and volunteers. The 


hospital itself provides many work areas, such as the laundry, 
kitchen and stores which can be useful in retraining, which are not 
always available in smaller units. Extensive grounds are often a 
feature which present opportunities for outdoor activities such as 


sports, games, walks and gardening. gona 

For patients suffering from acute psychiatric illness group 
activities are used in the rehabilitation programme. Some of these 
may be ward based but many take place in the occupational 
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therapy department. Where physiotherapists and remedial gym- 
nasts are also employed; many of the physical activities are carried 
out by them and others may be shared with the occupational 
therapists. Projective techniques and short term projects are par- 
ticularly useful with these patients and where the acute units are 
run as therapeutic communities will, together with attendance at 
community meetings, form the major part of the work carried out 
by occupational therapists. 

A high percentage of the population in psychiatric hospitals 
consists of long stay and elderly patients. The aim of their pro- 
gramme is remotivation and an increase in independence, self- 
confidence and personal responsibility. Activities include simple 
industrial work for which money can be earned, small social re- 
training groups, painting, pottery, exercises, shopping for and 
cooking their own meals and outings involving travelling on public 
transport. For those who require more intensive domestic and 
social rehabilitation graded accommodation is available in many 
hospitals giving an increasing degree of independence in prepara- 
tion for returning to the community either living in lodgings or in 
a group home with other patients. For example: 


Case history 1 


A single man of 57 admitted to hospital 20 years ago was diagnosed 
as a paranoid schizophrenic. 


Background history On admission the patient had marked auditory 
hallucinations resulting in bizarre behaviour. He was very sus- 
Picious and withdrawn but was also capable of sudden violent 
outbursts. He refused oral medication and would not take part in 
any activities. He had no family contacts and received no visitors. 


After several periodsof disturbed behaviour he gradually maintained 


an improvement. He became more sociable and communicative an 
accepted his medicati 


a c on without difficulty. He was placed in the 
industrial unit where he worked consistently well. Following 2 
meeting in the industrial unit between the consultant, occupationa 
therapist, ward nurse, social worker and the Disablement Re 


settlement Officer, it was decided that further rehabilitation was 
possible with a view to discharge, 


Rehabilitation programme The team decided that although he was 
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a good worker it would not be easy to place him in industry be- 
cause of his age. The Disablement Resettlement Officer agreed to 
investigate the possibilities of open employment and failing this 
he would try to obtain a place in a sheltered workshop. The social 
worker was asked to look for lodgings where other patients were 
taken. It was felt important to concentrate upon social and 
domestic rehabilitation to overcome his institutionalized attitudes. 
The nursing staff on the ward drew up a regular programme of 
intensive personal rehabilitation concentrating on care of clothing, 
personal hygiene and table manners. Particular attention was paid 
to managing his own medication in view of past difficulties. The 
Occupational therapist provided practice in handling money and 
some individual leisure activities. He continued to attend the 
industrial unit during the afternoons and was encouraged to take 
Part in general social activities during the evening. His progress 
Was reviewed weekly at the team meeting and after a month he 
joined three other patients in the domestic rehabilitation unit 
working under the guidance of the occupational therapist. He took 
Part in all the normal domestic routines of the group but emphasis 
Was placed on the use of public transport, responsibility for spend- 
ing his own money and awareness of its value. This involved 
shopping for food and clothes, eating out and paying for food ina 
cafeteria. He responded well to the small group and became more 
relaxed and talkative. He began to look forward to the prospect of 
leaving hospital although he was also a little apprehensive. ree 
two months, suitable accommodation became available an 7 in 
Spite of initial anxiety, the patient settled down well. He was dis- 
charged as an in-patient but continued to attend the hospital 
industrial unit as there was no community place available in the 


™mediate future. 


In some hospitals ‘Housing Committees’ consisting of a ein e 

pursing officer and occupational therapist discuss all spiny s : 
Ousing, consider the individual needs of are and mal : 

Suitable recommendations. They also have a close liaison wit 


community resources and staff. sede tir aaa 
_ Those psychogeriatric patients who are not | y to j 
independence, nevertheless need to be stimulated and encourage 
to communicate by means of conversation. Also to look at news- 
f staff helping them to re- 


Papers 1 
and magazines with a member © i ; 
ate external events to their own lives. Music and simple exercises 
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in small groups help to activate them and keep them mobile, com- 
plementing the more specific work of the physiotherapist. Those 
patients who can leave the ward are encouraged to do so and take 
part in simple industrial work, group projects and social activities 
in the occupational therapy department in close coordination 
with nursing programmes. Aides and volunteers make a most 
important contribution in helping these patients. Assessment of 
personal independence and simple domestic tasks is carried out 
when patients are being considered for discharge. For example: 


Case history 2 


A widow of 77 was admitted to hospital from her own home where 
she lived with her daughter and son-in-law. The daughter’s health 
was poor and the husband, a coach driver, was often away. The 
daughter had a part-time secretarial job. 


Physical state She had osteoarthritis of both hips and could walk 
with a little assistance until just before admission. She had tremors 


in both hands and was afraid of standing up. Her appetite was poot 
and she was incontinent of urine. 


Mental state She suffered from anxiety with early dementia. 


Rehabilitation programme A habit training routine was established 
on the ward by the nursing staff involving a regular timetable for 
dressing, toiletting, washing and feeding. The patient required 
maximum help at first. ‘Walking rehabilitation with a zimmer 
frame was given on the ward by the physiotherapist. The patient 
was very shaky and anxious when rising from her chair but made 
good progress with the frame once on her feet. The occupational 
therapist saw the patient on the ward and assisted with the habit 
training, encouraging the patient to dress herself. Later the p gun 
was brought into the occupational therapy department and too 
part in simple group projects. She enjoyed this and seeme 
slightly less anxious. She continued walking exercises with the 
physiotherapist. She joined in some social activities but her co?” 
centration span was short. 

A full assessment of independence was carried out by the occu- 
pational therapist at the doctor’s request. It was apparent that os 
Patient was keen to do things for herself but did not have the 
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ability. She was much less confused but would require consider- 
able support and supervision if she returned home. The daughter 
had not visited her mother since admission and, when contacted 
by the social worker, indicated that she was only willing to have 
her mother home if she was fully independent. A compromise was 
suggested, whereby when the patient returned to her daughter she 
would attend the day hospital daily for further treatment and 
support. This was accepted and proved successful in maintaining 
the patient’s activity and social contacts, while the daughter felt 
able to accept the responsibility for her mother at night. 


Most psychiatric hospitals have industrial units which take sub- 
contract work from local industries. In addition some have de- 
veloped their own ‘industry’ and market their own products or 
provide a service such as car washing. A variety of personnel work 
in these units including industrial managers, technicians, super- 
visors, nurses and occupational therapists. Facilities for work 


assessment are available and for those patients who must remain 
a regular work routine. It is import- 


in these units should receive appro- 
k and be encouraged to accept re- 


in hospital, opportunities for 
ant that all patients working 
priate payment for their wor 
sponsibility for spending it themselves. 


Psychiatric units in general hospitals 


These units treat both in-patients and day patients from the same 
area as the patients entering other wards. A multidisciplinary 
approach is essential, as in the psychiatric hospital, with occupa- 
tional therapists as part of the team. An increasing number of 


Physiotherapists are also now working in psychiatric units and 
apists and remedial 


closer links are possible with speech ther: 
gymnasts, The rehabilitation programme is very similar to that 
carried out for recently admitted patients to the large psychiatric 
hospital with the emphasis on community meetings, projective 
Selected work activities 


techniques, relaxation and social activities. 
such as printing, typing and clerical work may also be included and 


where patients have special problems related to work, opportuni- 
ties for assessment and work practice are provided. For example: 


108 M Davies & E Grove 


Case history 3 


A young married woman of 22 whose husband, aged 23, wasa long 
distance lorry driver. She married at 18, when three months 
pregnant, having previously worked as a hairdresser. They had 
two girls aged 4 and 23 years. They lived in a two-room, first floor 
flat with shared bathroom and toilet. Patient was admitted after 
taking an overdose of aspirin. 


Social history They were short of money; she suspected her 
husband spent it on drink and was unfaithful. He denied this but 
complained about her general incompetence. Her parents disagreed 
with the marriage and had not seen her since. Her mother-in-law 
was looking after the children during the patient’s admission and 
although anxious to be helpful was rather domineering. There 
were frequent arguments between the couple and the elder child 
had become increasingly disturbed and fretful at night. The 
husband was often away overnight and the patient had become 
very tired and tearful. The overdose was taken after a row when 
the husband walked out threatening not to return. The patient was 
admitted unconscious to the district general hospital and later 
transferred to the psychiatric unit. 


Rehabilitation programme A full discussion of the patient’s case 
was held with the whole treatment team. It was felt important 
that the patient should not be separated from the children for long 
but should learn to cope with them with help and support. As the 
hospital’s mother and baby facilities were already fully occupied, 
it was decided that for a short period the patient should spend the 
weekends with her mother-in-law and the children until she was 
well enough to attend as a day patient. 

With the aim of increasing the patient’s insight, confidence 
and competence and reestablishing her in the community better 
able to cope with her family responsibilities, relationships and 
environment, the Occupational therapist was asked to draw up a 
suitable programme (Table 4.2). Projective art and sociodrama 
were chosen to provide opportunities for problems of relation- 
ships and practical difficulties to be brought out, discussed and 
modified behaviour tried out. The patient showed an interest in 
dressmaking and felt it could help her financially. Domestic and 
cooking activities helped to improve her home management 


Contribution of the remedial professions 109 


skills. Hairdressing gave her an opportunity to use her own skill 
to help other patients as well as increasing an interest in her own 
appearance. It was also felt that, if she could organize her time, 
she might be able to return to a part-time job thus increasing her 
outside interests and helping the family financially. 


Table 4.2 Case history 3—occupational therapy programme 


os 
Time Monday Tuesday Wednesday Thursday Friday Weekends 


8.15- 9.15 Help in ward—Wash up—Bedmaking—Tidying Home to 
mother- 


9.15-10.15 Group Meetings in-law 


and 


children 


10.15-10.45 Coffee 


10.45-12.00 Cooking and Dress Dress- House- 
Household making making hold 
manage- 


management 
ment 


12.30- 1.30 Serve and eat Lunch Lunch Lunch 


lunch 
Wash up 
d a UU M 
1.30- 2.15 Relaxation Relaxa- Relaxa- 


tion tion 


2.15- 4.30 Shop- Pro- Dress- Socio- Hair- 


ping jective making drama dressing 
Visitto Art 

play- 

group 

Home 

visit 

etc. 

7.00- 9.00 Swim- Social— Outings— 


ming families families 
invited invited 
sometimes 


peenaa a EE 


The husband attended some of the evening social functions 
arranged by the patients and made informal but valuable contacts 


with members of the treatment team. 
Four weeks after admission the patient returned home but 
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continued to attend as a day patient three times a week for a 
further two months. Another patient and the occupational thera- 
pist helped her to clean up her flat one afternoon before she 
returned to it. During this two month period her programme also 
included a nursery group session with other mothers and children 
with a therapist in attendance. At the time of discharge the social 
worker was able to make arrangements for the older child to 
attend a preschool playgroup each morning and one afternoon a 
week the patient undertook hairdressing at the local hospital 
where créche facilities were available. 


Day hospitals 


These should be able to cater for the full range of patients in- 
cluding the long term handicapped psychotic, the functional de- 
pressive, the personality problem and the patient with a neurosis. 
It is obvious that different group activities as well as individual 
opportunities have to be provided for such diverse patients, and 
it is important that the day hospital building should be designed 
in such a way that the whole community can meet when necessary 
but that separate groups can easily be formed for different thera- 
peutic functions. These functions may vary from one unit to 
another but in all cases patients are encouraged to play a much 
more positive role in planning programmes. Some day hospitals 
are run on therapeutic community lines in which the team mem- 
bers tend to have less clearly defined roles than in large psychiatric 
hospitals. The occupational therapist like everyone else has a more 
complex role. She shares the general aim of trying to facilitate 
communication, insight and awareness of responsibility in every 
aspect of a patient’s life within a variety of group situations. 
Working closely with other members of the team she must be 
constantly ready to stimulate interaction and feed back informa- 
tion at the same time making use of her specific skills. Writing, 
art, pottery, music or woodwork can be used to encourage 
Patients to develop their creative potential thus providing new 
methods of communication and a sense of achievement. These can 
then be extended into projective art, music and drama groups 
where feelings are expressed, investigated and discussed. Where 
mothers find difficulty in talking to and playing with their children 


experimental playgroups help them to build up better relation- 
ships with staff support. 
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Some units lay particular stress upon work activities and have 
a full range of jobs from simple industrial procedures to the 
technicalities of computer programming. Continuous assessments 
are carried out and the results discussed at staff and community 
meetings. 


Special units 


Occupational therapists work in units treating patients who have 
become dependent upon drugs or alcohol. These are usually run 
on therapeutic community lines and the techniques and projects 
used are modified to meet the special needs of these patients. 
They also work in adolescent and child psychiatric units where 
close link with the teaching staff. Play 


they have a particularly £ 
] activities are used in treatment 


therapy, creative and educationa | 
and emphasis is placed on broadening general experience through 
outside contacts, improving self-confidence and encouraging 
socially acceptable behaviour. In the community, child assessment 
centres are being established in which all the remedial professions 
can make a valuable contribution. Further details on all aspects of 


treatment of the child are contained in Chapter 10. 


Hospitals for the mentally handicapped 


A much smaller proportion of the remedial pran wor in 
these hospitals. They certainly have an important contribution to 
make in a field where teamwork is of paramount importance. As 
physical disabilities are frequently associated with mena handi- 
cap, the physiotherapists and remedial gymnasts piny an important 
role in the improvement and maintenance of physica le 
Remedial classes are provided for those with respiratory, tunc- 
tional and postural problems and these are reinforced by physical 

h therapist, both treating and 


recreation. k of the speec eu : : 
cea. The wor - other staff providing stimulation 


training patients is supported by u $ 
and practice in speech individually and m i aaa a 
Occupational therapists work closely with nurses and teachers. 


They assist in habit training routines and — daily liiig 
providing advice and assessment where required. They carry out 
social, perceptual and work training programmes i Eeo 
with other colleagues and provide leisure AE eae 3 ae 
patients who are capable, more complicated domestic work and 
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shopping expeditions help to increase their independence. The 
work of all staff must be very closely coordinated and it is through 
the nurses on the wards, who have the most continuous contact 
with the patients, that this can most usefully be done. Further 
details on all aspects of treatment of the mentally handicapped are 
contained in Chapter 12. 


Work in the community 


As more patients return to the community after a prolonged stay 
in hospital the need for follow-up is increasing. Those occupa- 
tional therapists who are involved in retraining programmes are 
being called upon to assist in providing support for these patients 
whether living at home, in hostels or in lodgings. Home visiting 
may also be required where the patient with a family needs 
additional guidance in taking up her domestic responsibilities or 
when someone is living alone. This would be planned in con- 
junction with the social worker. At present most occupational 
therapists employed by the Social Services Department doing 
domiciliary work are dealing with the physically handicapped. 
Some, however, work in day centres for the mentally ill and the 
work carried out varies considerably. Some centres provide social 
and work activities only and others offer a wide range of additional 
facilities for rehabilitation. A few occupational therapists work in 
centres for adult mentally handicapped patients, planning and 
developing Programmes involving all aspects of assessment and 
training. Others work in similar centres designed for the young 
mentally handicapped, where primary activities of daily living, 
social and perceptual training, improvement of posture and hand 
function, vocational training and assessment are carried out. In 
such centres a wide variety of other personnel are involved in- 
cluding physiotherapists, remedial gymnasts and speech therapists 
usually on a sessional basis. Staff from these centres may need to 
visit the patients in their own homes to assist with difficulties 
arising there and to give support to the families, 

; For example, a young woman with a long term schizophrenic 
illness was living at home with her mother. There had been little 
benefit from in-patient hospital care, and at home she persisted 
with many bizarre habits, and was totally isolated. The occupa- 
tional therapist visited and was able to interest the girl in simple 
handwork. A relationship developed and later the patient became 
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interested in typing. Over a period she was able to learn to type 
well enough at home to earn money by simple copy typing. The 
additional confidence, as well as the financial rewards, enabled 
her to begin to develop small escorted outings outside the house, 
and eventually she began to attend a day hospital. Her more 
bizarre symptoms disappeared, she became socially acceptable and 
although she did not make a full recovery, was able to live a much 


more normal life and with much less stress on her mother. 
bers of the professions is of obvi- 


Training for the future mem 
ous importance. At present the professions of Occupational 


Therapy, Physiotherapy, Remedial Gymnastics and Speech 
Therapy each run a three year full time diploma course. The 
qualifications are recognized for the purposes of State Registra- 
tion, which is required (except for Speech Therapists) before 
employment is undertaken in the National Health Service. 

There is some variation in the preentry requirements of the 
various professional colleges, ranging from a minimum of five 
academic ʻO’ levels, but most schools demand one or more A? 
levels. Degree courses are being developed. 

There is much in common in the subjects taken in the training 
of the four professions ¢-8- anatomy, physiology, psychology, 
although the depth of the study varies according to the needs of 
professional practise. Other subjects are specific to the individual 
professions e.g. the Occupational Therapy students spend six 


months of their clinical practice in psychiatric hospitals. a 
Since there is so much in common in the professional training, 


some discussion, research and experiment is currently in progress 
to explore the possibiliti tegrating parts of the 


es of combining of in 
Occupational Therapy; 


Physiotherapy and Remedial Gymnastics 
courses. What has already become widely accepted is the benefit 
of running multidisciplinary courses at postqualification level in 


topics of mutual interest and involvement. 


FUTURE DEVELOPMENTS 

An increasing amount of care is being provided for mentally ill 
or mentally handicapped patients in the community. Admission is 
often for short periods and more frequently into psychiatric units 
of general hospitals. This policy presents a challenge and at this 
stage in its development is not without its problems. Newly 
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established psychiatric units often find it somewhat easier to 
attract staff, partly because of the setting and partly because the 
type of work appears more dynamic. This can exacerbate the 
problems of staff in psychiatric hospitals which become populated 
by elderly patients who are frail and confused, together with a 
small number of the younger grossly disturbed patients who can- 
not always be contained within the general hospital’s psychiatric 
unit. This situation could be used to advantage for it is an area of 
work which requires research and offers a challenge for those 
interested in exploring new approaches to therapy. Where a 
dynamic approach has been used it has shown encouraging results 
and generated enthusiasm amongst the staff. 

As yet facilities such as day hospitals, day centres, clubs, 
sheltered workshops, hostels or group homes fall far short of 
Tequirements and it is crucial for all professions involved in the 
care of the mentally ill and mentally handicapped to consider 
together the needs of their local community so that resources and 
facilities are jointly planned and patients’ care coordinated. Co- 
ordination between hospital services, community health services 
and social services is essential; there is no hard and fast dividing 
line between the two as far as patients’ rehabilitation is concerned. 

In most countries the numbers of the remedial professions 
working in all areas of mental illness and mental handicap need 
to be greatly increased. At the present time they are predominantly 
female professions, which is probably related to salary and career 
Prospects, but they are eager to recruit more men to their ranks. 
In the immediate future it is important that their expertise should 
be used to the best advantage. Where there are staff shortages much 
tetch across a vast area of work but the result 
ty treatment for patients, poor teaching situa- 
tions for students and poor job satisfaction for the therapist. One 
Priority is the evaluation of existing treatment and research into 


improved methods, together with the continued extension of 
training schemes at v 


is often poor quali 
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need. More coordinated courses are also urgently required for 
supporting staff such as aides and technicians so that they can use 
their skills and interests fully, providing greater benefit to their 
patients and increased job satisfaction for themselves. Refresher 
courses need to be extended and further developed so that married 
women who have raised their families can confidently return to 
work with their knowledge updated. 

A major area for development is preventive medicine. Early 
recognition of disturbance together with assessment and treatment 
of children and adults at an early stage could prevent some of the 
later problems. Where child assessment centres have been set up 
all the remedial professions have been able to contribute valuably 
both in assessment and treatment. Counselling and advice to 
parents and families is often as important as the help required by 
the patient. It is obviously essential that all staff involved with a 
patient's rehabilitation should have the opportunity to discuss and 
agree the ways in which both patient and family can be helped and 
the environment modified where necessary and possible. 

The remedial professions want to continue to make the fullest 
possible contribution to the future development of the rehabili- 
tation services. To do this they need to have a voice at the appro- 
priate level of management so that they can be wholly involved in 


discussion and joint planning. 
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SOCIAL WORK 
M M Eden 


In the philosophy of comprehensive psychiatric care, the medical, 
psychological, social and cultural needs of the patient and those of 
his family must be taken into account. The treatment of the dis- 
order, the return to health, the care of the person with disable- 
ment, the plans for rehabilitation, all call for assistance from 
members of the family and from a number of different profes- 
sional workers—doctors, nurses, psychologists, social workers, 
Probation officers, disablement resettlement officers, residential 


and day centre staff, home helps and many others. They all play 
a part in ascertaining and understanding the varied needs of the 


people concerned and in the provision of resources and personnel 
to assist the well being of the patient and his family. ‘Psychiatric 
practice is multidisciplinary’ (Cawley 1973). This chapter describes 
the social needs of the adult patient/client and his family, and the 
part played by the social worker in his care. The social worker is 


not the only one meeting social needs—they are by nature inter- 
woven and complex, and highlight the necessity for a united team 
approach and continuity of care if the care is to be both compre- 


hensive and integrated. 


PEOPLE INCLUDED IN COMMUNITY 
PSYCHIATRIC CARE 


m psychiatric services are planned has 
those with recognized mental illness 


which may be acute or long term OF ‘sometimes persisting as 
chronic primary impairments (slowness or thought disorder in 
117 


The group of people for who 
ill defined limits. It includes 
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schizophrenia, for example)’. There are those disabled by organic 
disorders such as mental handicap, brain damage and dementia. 
There are also ‘attitudinal and behavioural reactions which ac- 
cumulate as secondary handicaps whenever primary impairments 
are present (for example, lack of confidence in ability to obtain a 
job, maladaptive attitudes or personal habits)’ (Wing 1972). ‘All 
mentally disordered people, whether they have a psychotic or 
neurotic illness, or a personality disorder, can become disabled or 
handicapped’ (Bennett 1974). Others can become psychologically 
handicapped through emotional problems, poor endowment, 
social deprivation and inadequate education. These handicaps will 
result in disablement which is ‘defined in purely social terms, 
according to the degree to which the individual falls short of the 
level of social performance which is generally expected within a 
given society and by the individual concerned’ (Wing 1972). ; 
Additionally there are a wide range of people with personality 
and behaviour disorders whose problems may take the form of 
alcoholism, drug dependency, antisocial behaviour or general 
incapacity in social and personal relationships and in failure at 
work. Many others are unhappy people, people with crises in their 
lives, with emotional upsets of all kinds, with problems of social 
adjustment or interpersonal difficulties. 
The majority of the psychiatrically disordered and handicapped 
do not reach a psychiatrist or hospital and are treated by the 
general practitioners, health visitors and social workers. They are 
often labelled clients and not patients. With improving community 
services and a closer link with general practitioners, increasing 
areas of psychological disturbance and maladjustment will be un- 
covered. In social work practice, difficulties are often defined in 
terms of behaviour and symptoms and their social effects on the 
client and the family. In such terms, therefore, of inability to cope» 
lack of Motivation, aggressiveness, dependency, a much wider 
group of people could be included. Indeed, the boundaries could 
be extended to include a large Proportion of the clients who seek 
the help of a social services department. Many people who are 
homeless, out of work, isolated or elderly, present similar be- 
oblems, but are not necessarily psychi- 
xtend the boundaries too far could do a 


Social work 119 


disabled through illness. Increasing knowledge and understanding 
of these problems, clearer definitions of the nature of impairment 
or disability are required, if those with psychiatric disorders and 
disabilities are to receive the care they require. Some social 
workers will need to make a special study of these problems to 
continue working as members of a clinical team and to keep up to 
date with new treatments and fresh knowledge. 


Social needs 


Psychiatrically disordered and disabled people have multiple and 
diverse needs which call for both personal and practical assistance 
and for a network of closely integrated services. Many of their 
social needs are not dissimilar from those of all sick, disabled and 
troubled people, but others are more specific to their particular 
problems. There has been a shift of emphasis in the provision of 
treatment and care from the hospitals to local services which 
enable the patient to live at home. 

Suitable accommodation is a vital need for all who are psy- 
chiatrically disordered or disabled, on account of their particular 
vulnerability to unsatisfactory social conditions. Many can live 
with their families, but others require residential facilities as a 
means of rehabilitation, others as a Way of continuing to live in 
the community. For those who need group living and considerable 
support, while perhaps attending Day Centres or Rehabilitation 
Centres, special hostels with resident staff are sometimes available. 
Group homes are becoming available for those needing less de- 
Pendence and who can live together in a small household, giving 
and receiving support from other residents, and with or without a 
housekeeper. Others, who are perhaps less sociable or can manage 
more independently, yet still require some support, can success- 
fully live in sheltered housing taking the form of bedsitting rooms 
or flats, or in selected lodgings. Social work support, readily 
available, is essential. Psychiatric disorders earn little priority in 
terms of exchange or rehousing. A recent White Paper Widening 
the Choice: The Next Steps in Housing (Cmnd 5280) emphasized the 
role of housing authorities in providing for the vulnerable and the 
homeless. PRE ars 

Day hospitals, day centres and rehabilitation facilities are an 
essential need for those whose return to former work and way of 
life is difficult and for those handicapped by their illness. Day 
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centres can provide opportunities for learning to concentrate, to 
apply themselves, to improve their social relationships and gradu- 
ally equip themselves to return to full employment. For some, 
return to work may not be possible, but attendance at day centres 
can provide some measure of achievement and satisfaction, and 
relieve the strain on families. 

The tasks of rehabilitation are ‘to reduce disability and increase 
ability’ and to improve confidence. Confidence can be developed 
‘if the individual can be helped to acquire new personal, instru- 
mental or social skills or to regain those which have been lost’ 
(Bennett 1974). 

Paid employment is one of the goals of the sick and disabled, 
and work can be used in treatment and rehabilitation. “Work can 
provide the psychiatrically ill with an opportunity for socially 
productive behaviour. It fosters social interaction and, by recog- 
nizing a sick person’s capacities, reduces the sense of social 
incompetence which he may experience as a patient. It helps him 
to structure his time usefully. By developing skills, it prevents the 
development of secondary disabilities and prepares him to return 
to an acceptable position and function in society’ (Bennett 1970). 
The disablement resettlement officers of the Department of Em- 
ployment are often working very closely with the hospitals and 
day centres and with the rehabilitation programmes, and are 
demanding and applying more exact assessments of clients’ 
application, aptitudes and handicaps. 

For many of the psychiatrically disturbed and disabled, the use 
of leisure is a problem. They often have great difficulties in making 
social contact, are shy, awkward, lack confidence and initiative. 
They often become very lonely and isolated through lack of 
ability to manage their leisure time, or find facilities, even though 
many are available; often they are dependent on another person 
taking the initiative and supporting them through their uncertain 
first stages of joining a club or social centre, 

ey need practical and informed assistance in obtaining their 
welfare rights and in dealing with a complex society which demands 
that one is Systematic in handling one’s affairs, filling up forms 
ite and at the tight time, knowing where to apply for help, 
g what questions to ask, how to approach people. A social 
ee: paca responsibility through knowledge of the 
tights, to Sone ge ae Pegelits . oluntary agencies, welfare 
at the client receives the benefits due to him 
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and that he uses agencies appropriately and obtains the help 
available to him. The provision of any of these services alone will 
not meet the needs of the psychiatrically disturbed and disabled 
unless they are enabled by social workers and others, in an 
imaginative way and with sensitive timing, to use and select them. 
There is a need for very careful assessment of the clients’ needs, 
matched with knowledge of the resources offered. These clients 
are often highly vulnerable to upset and change, slow in adapta- 
tion, anxious and intolerant of frustration. They will need prepara- 
tion for the change, skilled and sensitive introduction to a centre, 
hostel or club, with time allowed for adjustment, allowance made 
for emotional reactions and opportunity for discussion of fears 


and anxieties. 
Above all, the psychiatrically disturbed and disabled need the 


help of people, some of whom will be social workers. They need 
the care of professional and voluntary workers in hospital and in 
local services; they need people with knowledge of psychiatric 
disorders, with interest and concern, who try to understand how 
they feel and are imaginative about how their symptoms or dis- 
abilities affect them. They need people able to anticipate crisis by 
being alert to their indications of stress and ready to give extra 
attention at such a time and to take action on their behalf, if 
required. They need people with whom they can build up a 
relationship which will be reliable and supportive, people readily 
available to whom they can turn for help when needed, people 
prepared to take endless trouble in an immediate and concen- 
trated way as well as over a long period. They need the care of their 
families and friends, the ‘carers’ acting from ties of kinship, 
loyalty and/or affection. The presence of such carers and their 
ability to support the patient is of paramount importance, par- 
ticularly now that the patient is spending only a short time, if any, 
in hospital. These ‘carers’ will require much support and under- 
standing as they are being required to share with professional 
workers the care and responsibilities of looking after the sick or 
disabled person. ; 

These social needs cannot be met by social workers alone, but 
call for the united efforts of a group of people offering different 
skills yet with agreed aims. The social worker should aim at 
personal or group continuity, taking seriously any break in this, 
preparing the client well and ensuring that continuity does follow, 
possibly in a team of workers, or in a familiar place. 
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NATURE OF SOCIAL WORK AND TRAINING OF 
SOCIAL WORKERS 


Social work is one of the professions that plays a crucial part in the 
care of the psychiatrically disordered and disabled. 

Social work is ‘the process of helping people with the aid of 
appropriate social services to resolve or mitigate a wide range of 
personal and social problems which they are unable to meet 
successfully without such help. This process calls for both 
knowledge and skill’. 

The social work service ‘is the social work component in the 
general health and welfare services—services which have various 
other professional and administrative constituents’. , 

Social workers are ‘those whose primary function in the social 
services is to carry out the foregoing activities by any one of the 
three social work methods of work with individuals (casework), 
groups (groupwork), or communities (community organization) 
(Younghusband Report 1959). 

‘All the methods of 
social worker, wha 
his client’. These 


helping are potentially usable by every 
tever his organizational base, in the interest of 
can be described as ‘a range of interventive 


Strategies’ meaning ‘the planned use of a combination of measures 
to help clients, This may involve wo 


working with groups of wh 
to become members 
action to increase resource provision 

at a local or national level’ (CCETSW Paper 3 1973). 
E y and methods seek to contribute to 
n to their maximum capacity and to 
securing conditions favourable to their development’? (BASW 

Paper 3 1973). 


‘A comprehensive soci 
help People, not only wit 


Social work 123 


overlap with other disciplines. Social workers now function in an 
ever increasing number of settings. In some, like hospitals, health 
centres, prisons, etc., they are members of a multidisciplinary 
team, in others, such as Social Service Departments, social ser- 
vice provision is the primary function. Residential care, which 
uses all methods of social work, is now taking its place as an 
important setting for social workers. Similarly, increasing num- 
bers of social workers are working without an organizational base 
on housing estates, in neighbourhood work or in the haunts fre- 
quented by young dropouts, alcoholics, drug addicts etc. Social 
action has now been established as a rightful and necessary element 
in professional social work practice. 

The social work profession includes a wide range of people, 
qualified and unqualified, paid and voluntary, who have attempted 
to meet some area of identified social need. Social work has 
developed through specialized groups but increasingly social 
workers have become aware of a large area of common ground in 
their work. In 1970, the British Association of Social Workers 
was formed to incorporate most groups of social workers. 

Social work training developed in the earlier part of this 
century in specialized fields such as that for almoners, for psychi- 
atric social workers, for probation officers and much later, for 
child care workers. The mental health courses for psychiatric 
social workers were placed in universities and led the way in 
professional training. Now the pattern of training for social work 
has become much more complex and varied. Some qualified social 
workers will be graduates with Masters degrees in social work, 
others will have diplomas, some will be non-graduates with a certi- 
ficate in social work, some will be graduates in other subjects with 
a certificate in social work. 

The pattern now is to provide a generic training based on the 
common basic knowledge and skills that all social workers re- 
quire. This training aims at giving theoretical knowledge and 
practical skills, closely integrated through an educational process, 
involving periods of supervised practice. The promotion and 
recognition of training for social work in all fields is now, since 
1971, the responsibility of the Central Council for Education and 
Training in Social Work. The Council awards the Certificate of 
Qualification in Social Work (CQSW) to students successfully 
completing a recognized course of professional training, whether 
as graduates or non-graduates. Developments are also taking place 
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to give opportunities for staff development and further training 
and also to make provision for advanced training. Studies are 
based in the social sciences. A thorough knowledge of the social 
and educational services both statutory and voluntary and their 
functioning is required and of the appropriate legislation. 
Further areas of study are the concepts and theories of the 
social and behavioural sciences and of dynamic psychology, adult 
and child psychiatry, including subnormality, of physical dis- 
orders and handicaps and the relevance of social and emotional 
factors in the causation and progress of disease. It is necessary to 
have studied these in settings where it is possible to share in the 
treatment and care of the patients and gain understanding of what 
the condition means to his family. This is best learnt in a multi- 
disciplinary team where doctors, nurses, psychologists, occupa- 
tional therapists and social workers are studying all aspects of the 
sick and handicapped person, and are learning together, In order 
to ensure good standards in practice for social work students, 
some senior social workers must remain closely linked with 
centres in order to coordinate the social work service with that of 
other disciplines and influence attitudes and policies in the aware- 
ness and recognition of the social aspects of illness and the organi- 


zation of client care. The social worker will be concerned with the 
way people deal with 


people live, and their ¢ 


ons, their organization, aims, 
y help or affect both residents and staff. 


ty or county borough had appointed a 
s and set up a department of social 
e organization and delivery of a wide 
Tange of services and fi i 3 

: or the provision of soci con- 
cerned with the care of de prema 


z 3 stitute and deprived children, the care 
of physically sick and disabled People, of the mentally ill and 
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handicapped and of the elderly, and working in the field of pre- 
ventive, day and residential care, after-care and domiciliary 
services. 

‘Such a unified department will ensure a more coordinated and 
comprehensive approach to the problems of individuals and 
families and the community in which they live. It should be more 
effective in detecting need and encouraging people to seek help; 
it should attract more resources and use them more efficiently and 
it will be possible to plan more systematically for the future’ 
(Seebohm Report 1968). Some of the social workers are required 
to take management responsibility, some have supervisory and 
teaching functions, all have had to extend their range of duties. 
They are divided into teams based on geographical areas, dealing 
with the whole range of problems presented. It is intended that 
within each team there should be a broad range of skills with 
opportunity for consultation with senior and experienced workers 
and with other disciplines. The team includes some unqualified 
assistants, some pretraining trainees, some newly qualified social 
workers. 

The National Health Service Reorganization Act 1973, which 
came into operation on 1 April 1974, transferred the responsibility 
for the employment of the hospital based social workers to the 
local authority; almost all social workers are, therefore, now 
linked to area teams. The Working Party interim report on social 
work support for the Health Service states ‘the overriding ob- 
jective should be to devise organizational arrangements which 
promote the integration of social work support of general practice 
and hospitals with the full range of services provided by the local 
authority social services departments. The aim should be continu- 
ity of care wherever the needs of the individual or the family 
indicate this and the organizational structure should aim at inte- 
grating social work support for patients receiving health care 
within the fieldwork services of the department. A second main 
objective should be to promote team work between doctors, 
nurses and social workers . . . the development of personal under- 
standing between individual doctors, nurses and social workers so 
that they can work together as a team and to ensure that the social 
workers become members of the primary health care team by 
‘attachment of individual social workers to family doctors’ 
practices and to health centres’. In order to organize effective 
social work support for the health services, a senior officer should 
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be appointed in each local authority social services ceil 
‘with special responsibility to the Director for arranging e 
work support for the area health authority, and to be a point of 
contact for the area health authority management in these matters 

(DHSS Report 1974). , m 

Many patterns of organization between medical and socia 
services are emerging, depending on the existing practice, the staff 
available, the type of area. Hospitals should either have social 
workers still based in the hospital, or have very clear lines of 
communication to social workers who share their time between 
area teams and hospitals. Similarly, general practitioners need 
social workers attached to their practices. Doctors and nurses 
require identified social workers, easy communication and im- 
mediate response—time is often all important, decisions cannot 
be delayed. Within a hospital, social workers have an educational 
and training responsibility with doctors, nurses, occupational 
therapists, etc., both in direct terms and in working together in a 
clinical team. Hospitals have always been invaluable training 
centres for social work students. 

One of the objectives of the Act is that social workers should 
become members of the primary health care teams, the ‘develop- 
ment of comprehensive support for general practice presents a 
major opportunity for significant improvement in methods of 
health and social care’ (DHSS Report 1974). General practitioners 
are often the first point of contact for a variety of ills and human 
problems. The patient may be seeking help with overwhelming 


personal and social problems rather than needing medical care. 
Many health problems are exacerbate 
and complicated 
tion and sharing 


give more relevant an 


potential disturbanc 


Functions of the social worker 
Psychiatrically disturbed and disabled people rely heavily on 
individual help. Based in the community the social worker has a 
“nique opportunity to serve the patient whether he is in or out of 
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hospital, in acute illness or disturbance, in the long period of re- 
covery, or in chronic disablement. The social worker can see him 
in whatever situation is appropriate, in hospital, at home, in an 
office, in a day centre; with the clinical team or with his family— 
the social worker belongs to all areas. The broad picture thus 
obtained of the client’s problems can illuminate that of the 
clinical or primary care team. Severe psychiatric disturbance re- 
mains frightening and upsetting to the patient, to his family and 
to employers and to the general public, and this should not be 
minimized. All need opportunities for expressing these fears and 
anxieties about how to cope with the behaviour, their fear of 
harming the patient, or of being harmed by him, anxieties about 
the cause and any part they may have played in this, worries about 
the future outcome and effects. The social worker is in a key 
position to help with these anxieties and may be the only profes- 
sional person in touch with everyone. The social worker is also 
in a key position to link the voluntary agencies with the thera- 


peutic teams in and out of hospital. 


Communication 


One of the basic skills of a social worker in all areas of practice is 
knowing how to talk with a client so that he is encouraged to try and 
communicate his problem. In the first place, whether the inter- 
view is at home or in an office or elsewhere, the social worker will 
be aiming at creating the atmosphere in which the client can talk 
freely. The social worker would then show that he/she had time 
to listen by being relaxed and receptive. The aim would be to help 
the client to gain relief by giving his story in his own way, to ex- 
express his fears, his anxiety about himself and others, his un- 
welcome thoughts, his despair. Listening would be an active pro- 
cess even though the social worker remains silent; he/ she would 
be seeking clarification and imaginative understanding of the 
client’s life and of what the problem or symptoms mean to him 
and how he is living with them. He/she would be noting his emo- 
tional state and alert to symptoms OT indications of illness. The 
social worker would not only be hearing the content of what is 
said, but at the same time be listening with the third ear to verbal 
and non-verbal messages, to his mixed feelings, attempting to 
evaluate the significance of what is said and the meaning of the 
material for the patient in his particular situation. In this process 
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of helping the patient to express his problem with a view to seek- 
ing some help or solution to it, a relationship develops between 
the client and the worker. This can have warmth and sympathy, 
can be demanding, hostile and ambivalent. The nature and 
quality of the relationship that develops and the interaction be- 
tween the social worker and the client gives some clues about 
other relationships of the client and also about his ability to be 
helped through a relationship used therapeutically, 


Social and family assessment 


An important area in which a social worker’s contribution is of 
vital significance is in the area of social and family assessment. This 
may contribute to the medical diagnosis and plan of treatment and 
to the decisions about social intervention. Such an assessment will 
include clarification of the problem presented, a description of 
the personality and behaviour of the client, a picture of his social 
situation, his family, his work record, his social contacts and 
interests. The social worker will be attempting to assess the client's 
psychological and physical state, his personality, his degree of 
symptoms and pathology, his ability to communicate and his 
motivation and ability to cope and to help himself. This would be 


compared with his previous capacity to cope, to take responsibility 
and to get on with people, and his 
worker must formula 


and what help he thinks he needs 


and weakness. Finally, information 
would be needed about whi her helping agencies are involved, 
ken and what resources are available to 
help the client and his family. An assessment is usually the begin- 
ss, and may lead the social worker into 
the client and his family, referral to 

further sources of help or practical help of many kinds. 


On-going interviews 


The client (and members of his family) may be able to make use of 
a series of on-going i 


nterviews by being able to use the social 
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worker in varying roles as his needs dictate, as a parent figure, a 
confidante, a person to lean on, a person with whom to practise 
his attempts at making social and personal contact in an attempt 
to repair his damaged capacity to relate. By accepting these 
changing roles, the social worker will endeavour to build up the 
patient’s confidence and to strengthen his conception of reality 
and perhaps modify some of his attitudes and behaviour. He may 
be able to see how he has been projecting his problems on to 
circumstances or on to other people and denying his own part in 
the difficulties; he may realize that his suspicions and phantasies 
are perhaps exaggerated. In this way he may become less at the 
mercy of his inner impulses and less easily bowled over by the 
upsets of daily life. Such help will only be effective with a psychi- 
atrically disordered or disabled person if the social worker has 
sufficient knowledge and experience of mental illness to be able 
to give the patient the confidence that he/she really knows some- 
thing about what he is suffering. There is a need for experienced 
social workers working with consultant psychotherapists, to 
attempt to alleviate the problems of selected clients by more for- 


mal psychotherapy. 


Resettlement 

atric illness make a good recovery 
but need some help in resettlement. During their illness their 
affairs may have become tangled, they may have lost their job or 
their lodgings, some patients who are depressed do not claim the 
benefits due to them and they may have accumulated debts while 
ill. With guidance, information, support and encouragement 
available to him at a sufficiently early stage in his recovery, the 
client can probably sort out many of his own affairs, decide his 
own plans for the future, find his own job and accommodation, if 
needed. He may well not require after-care; he may, however, be 


sustained by knowing where to turn if the need arises. 
For example, a man in his late twenties, who was a qualified 
’ 


engineer, had a severe depressive illness precipitated by the break 
up of his marriage. His work deteriorated, he began to stay in- 
doors in his lodgings, lost his job and felt life was finished. He had 
treatment in hospital, practical help with regard to his debts and 
unclaimed benefits, and discussion with the staff about his future. 
With some guidance from the social worker, he found his own 


Many people who have psychi: 
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i i elt able to 
accommodation, decided about his employment and felt able 
stand on his own feet again. 


support 

ee merei disturbed people the recovery is ai 
it may be very slow. For the social worker it is a long ad ie 
helping the client, probably after he has left hospital, to a 

way again, to regain his confidence, to pick up his former gone a 
face his friends and relatives, visit his employer and to achieve hi i 
resettlement. During this long, often discouraging process, he po 
well need encouragement, support and practical help; and the 
knowledge that his social worker is ‘reliably alongside’ (Young- 

1973). 

een a middle-aged lady with recurrent depressive 
illnesses and occasional upward swings of mood, needed acly 
short periods of hospitalization, but long term support, althoug 

for considerable periods she would be quite well. The social 
worker knew her family, had visited her many times, saw her also 
in hospital and was able to see her and her husband during the 
slow climb back to health. She needed the relationship with some- 
one who had seen how ill she could become and could appreciate 
the achievement of being able to say ‘I went to the launderette 
yesterday’ and the significance of the situation in which the 
daughter reports that suddenly her mother has decided to leave 


home and go and live in the country. The social worker, by estab- 
lishing links with the family, with her employer, with the church 
and the club she attended, could help the client and her family to 
foresee rel 


apses and to take responsive action. 


Rehabilitation 


ed people are damaged by their ca 
eased through inactivity, absence 0 


e on others; their return to any de- 
gree of normal life will Tequire a programme of rehabilitation. ‘The 


main trouble for the psychiatric patient lies in the performance of 
toles in the social world,’ a person has a role as a member of his 
as an employer or employee, as a member of a club, etc. 
In order to fulfil this role ‘a person must not only 
d ust know how to respond 
). Some people who have had a schizophrenic illness 


responsibility and dependenc 
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are left with symptoms. They may be suspicious about other 
people’s behaviour, they may lack confidence and drive and find it 
easier to withdraw and stay indoors, avoiding social contact. 
Many can respond to a programme of rehabilitation arranged at a 
day hospital, or day centre, but may need encouragement to 
attend regularly and the provision of practical aids such as fresh 
clothes, fares, or an escort. These aids can be mediated through a 
pattern of gradually increased responsibility, towards writing their 
own letters, making their own phone calls, visiting the office in- 
stead of being visited at home. The need to coordinate social work 
with nurses, remedial staff, and volunteers is obvious. 

For example, a young man, living with his parents, had an 
acute schizophrenic illness. His recovery was only partial, he 
lacked energy and initiative, and was content to stay at home, 
spending the day in bed or watching television. His family were 
devoted to him and his mother indulgent but often frustrated and 
angry at his lack of response to their attempts to get him to do 
jobs at home, to invite his friends in or visit his friends. The social 
worker visited the home, discussing with him and his family ways 
in which he could be helped. It was agreed that he should try and 
attend a day centre regularly with the cooperation, for a limited 
period, of his mother helping him to get up in time. Also he 
should become responsible, with help from the social worker if 
needed, for dealing with his own benefits and the family should 
not give in to his demands for extra money. His brother offered to 
take him to a club if he would make himself presentable. Ina 
series of spaced family discussions, programmes were devised to 
give him increasing responsibilities and functions within the 
family; the family became less guilty about expressing their exas- 
peration and anger to him, while becoming more ready to find 
ways of encouraging him. He became more tolerant of family 
reactions and learnt how to respond and retaliate. His was a long 
path, but with the united efforts of himself, his family, the day 
centre staff and the social worker, he gradually moved towards the 


time when he was able to hold down a job. 


Crisis intervention 

e someone and somewhere to turn to in 
ized by hospitals, general practi- 
nts. But this recognition is 


The need for people to hav 
times of stress and crisis is recog? 
tioners and by social service departme 
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not yet fully utilized in practice; skilled and experienced workers 
are not yet usually found at the front door and help is not always 
sufficiently available in a concentrated way. The theories of crisis 
intervention are known ‘intervention will be most effective during 
the period of disorganization and suggestibility associated with 
crisis rather than afterwards’ (Brandon 1970) but resources are as 
yet inadequate. For the relief of distress people may select the 
doctor or social worker without perhaps much relevance to the 
help they are seeking. A problem can be described in social terms 
of rehousing, as a personal problem of a rejecting spouse or badly 
behaved children, or in medical terms of pains or depression. 
Services working in close cooperation are therefore more effective, 
both in definition of the problem and in its resolution. 

For example, a young woman came to a social services office 
very agitated and incoherent, threatening suicide. With comfort 
and time she was able to give the facts that her husband had left 
her, and the child was at school. She refused to go home and 
wanted somewhere to stay the night. Gradually a picture emerged 
of an anxious woman, dependent on a husband whom she loved, 
being tormented by his infidelities, by his lack of affection and of 
the child, and his attitude of indifference 
g. Through further enquiry it emerged 
om she did not want to worry) who lived 
cted to fetch the child from school and 
m both temporarily, She was asked to 

; was considerably calmer and was begin- 
ning to think about Ways in which she could cope. With some short 
om the social worker and involving the 
of adjustment was achieved, 


Supplying additional help 


” » Was completely lost when she 
suddenly left him. He needed practical guidance about how to 
cope with his shoppin 
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allowed to go to the day hospital once a week, where he could have 
a bath and be generally tidied up and encouraged. The social 
worker enlisted the employer to notice and report signs of stress 
such as increased restlessness, smoking, unpunctuality, etc. 
With an immediate and concentrated programme, he was able to 
function more independently and without readmission. 


Help for the chronically disabled 

psychiatric and social services have 
chronic disabilities, a high degree 
n and an inability to mobilize 


Others already known to 
maladaptive patterns of behaviour, 


of vulnerability and disorganizatio 
support elsewhere. They often cannot keep appointments and, 


easily fall out of care. They can often be helped by having some 
place (not just an individual) available to them when the need 
arises e.g. attachment to a ward, hostel, day centre, office (see 
example below). They also tend to use walk-in services somewhat 
indiscriminately but can often accept some pattern of control. 
Many of the homeless, of drug and alcohol abusers, of the chroni- 
cally disabled use such services as a prop and can be helped to a 
limited degree. With skilled assessment, some can be recognized 
as requiring medical and psychiatric care, others as being able to 


respond to social work support, 
agency. Others can be helped to at 


or referral to an appropriate 
tend centres or groups. 


Statutory powers 

Social workers have a role with regard to admission to hospital, and 

some designated social workers have statutory powers with regard 

to compulsory admissions. The social worker may be asked by a 
doctor to assist in the ad- 


general practitioner, or an out-patient sist in 
mission of a client to hospital. It may well be that in giving con- 


centrated help at this time, by listening to his fears and anxieties, 
he will be ready to accept admission voluntarily, or sufficient 
supports may be mobilized to enable him to attend the day hospi- 
tal. ‘The social worker has a duty to make an application if he is 

de and that there is no one else 


satisfied that one ought to be ma naet ‘ 
willing and able to do so.-- has a duty to exercise his own judg- 


ment and to act or not act on his own responsibility’ (French 
1973). The social worker also represents the rights of the client, of 
the relatives and of society and should be able to explain these and 


134 MM Eden 


the rights of appeal to Mental Health Review Tribunals to all 
concerned. 


Care of the family 


In the present pattern of care, the families no longer hand over to 
other institutions their sick member to be made better, or get 
tid of him in long term care, but are themselves deeply involved 
in the treatment and continuing care. The psychiatrically dis- 
ordered member may be very difficult to live with; he may be 
irritable, aggressive, moody, demanding, selfish, uninterested in 
others, appearing not to care, not able to show affection and un- 
responsive to the threats, appeals or usual ways in which the family 
has coped hitherto, This may represent a change in his behaviour 
and attitude which the family find very distressing, difficult to 
understand or may misinterpret. The equilibrium of the family 
relationships may be upset, for instance by a parent becoming de- 
pendent or irresponsible. 

The plan of care and help both for the client and for his 
family will need to be agreed with the family. The assurance of 
availability of help is therapeutic in itself. ‘This has been found to 


give enormous relief to relatives there and then. . . as the anxious 
man or woman sto 


ties to be endured alone, and turns his energies into coping with 


of troubles but for which he now has a 
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neighbour, etc. with some participation in the demands and re- 
wards of family life. But this adjustment is one of relationship to 
a group of people and therefore not a steady environment, ‘his 
crutch is some other person’s tolerance or patience’ (Bennett 
1973). The members themselves can change their mood, their 
attitudes, become ill, even die, go away. There are often marital 
problems and family conflicts; the disorder may have upset an 
already precarious adjustment, it may have been precipitated by 
incompatabilities and unhappiness or may be the outcome of 
being made the focus for tensions and disharmonies in the family. 
Many couples can be helped by joint discussions and by skilled 
marital therapy. Often there is great value in the whole family dis- 
cussing their problems together, sometimes in an informal way 
and sometimes in more directed family therapy. As social workers 
become more familiar with and skilled in group methods of 
working, the family group is one that calls for more understanding 


and endeavour. 


Group work 
Social workers have an increasing part to play in groups of all kinds 
and for a wide range of people and for many clients these prove a 
tich experience. ‘Groups offer more people from whom to learn 
with whom to identify, with whom to interact. They offer a 
greater variety of roles to perform: leading, following, coopera- 
ting, conflicting, whether task or expressively orientated. Groups 
Present more situations to be handled with the opportunity of 
finding varieties of methods of handling them. Groups can engage 
in more activities, enriching and rewarding to themselves and pro- 
viding many chances for non-verbal communication and expres- 
sion’ (Tilbury 1971). 
For example, a grou 
a variety of personal problems 


p of women with depressive symptoms and 
met together regularly for eighteen 
months with a social worker and her student. During that period, 
initially they encouraged each other to carry out simple i 
from which, alone, they had shrunk, for instance, contacting the 
housing department. Gradually they helped each other to talk 
about difficult husbands and children who were troublesome. Each 
found that for the group members she had indigiu value, that 
she could play many roles, as comforter, attacker, advisor or as 
scapegoat. Their feelings of worthlessness or anger were relieved, 
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bringing a lessening of their depression. At times their discussions 
were practical, at others intensely personal. These epenn 
strengthened their ability to deal with problems at home. aney 
rounded off the group, which they knew had a limited life, wi 
the cooperative effort of running a successful stall at a local fête, 
confirming for each of them their individual personal achieve- 
ments. 

Groups of relatives with common problems such as a dement- 
ing parent, or an epileptic child can gain strength and comfort 
from a shared problem and from being able to help each other. 
Many psychiatrically disabled people are lonely and isolated and 
can gain support from a loosely formed group which does not 
make too many demands, e.g. groups with special problems like 
alcoholism, or groups of people associated with a particular 
centre, or providing social activities that they can enjoy. 

In the following example, a ward (it could be a day hospital or 
health centre) became the focus of attachment for a group of 
people needing continuity of care and the se 
ciplinary team of workers 
area office. It had the adva 


rvices of a multidis- 
» including social workers based in an 

ntage of providing a 24 hour service, 7 
days a week, necessary for the unpredictable behaviour and dis- 


organized way of life of the more severely disturbed. The ward 
provided both beds and day facilit 


out-patients, includ: 


assessment and rehabil 
Patients as required, g 
General Practitioners, 


itation programmes were available for all 


iving continuity in plans for resettlement. 
health visitors, social workers based out- 
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side the hospital were included in conferences or consultations, as 
appropriate. Families were encouraged to share in the care of the 
patient and could have help and guidance from different members 
of staff as needed. For continuity of care to be a reality, it must be 
vested in a group of people based in a setting familiar to its clients. 


TEAMWORK 


To meet the needs of the psychiatrically disordered and disabled, 
closely integrated teamwork is essential. Social workers, general 
practitioners, health visitors and district nurses are natural 
colleagues, sharing many cases and needing each other’s services. 
Community nurses are now adding a further dimension to this 
group of workers sharing the same families and needing to be 
linked closely to teams. There are wide areas of overlap and inter- 
change of function which involve all in being much clearer about 
their own role and, also, being sensitive to the expectation of the 
client, who has assigned to the different professions preconceived 
ideas of roles and behaviour. The essence of teamwork is personal 
contact and understanding between the workers and communica- 
tion which has to be learnt and practised. Communication is 
helped by clear thinking, the ability to be concise and explicit, 
to be sensitive, aware and alert to other workers’ areas of know- 
ledge, need and competence. It involves defining what one needs 
to know in terms of what is relevant to the help one is giving, 


what can and should be shared, knowing what questions to ask in 


order to obtain the answers required. It involves reporting both 
le informed of what is 


verbally and in writing and keeping peop 
going on. Teamwork is based on mutual trust and respect for the 
other worker and involves willingness to acknowledge the limita- 
tions of one’s own job and the contribution of others. Implicit in 
teamwork is sharing and thereby giving up some of one’s power 
or authority which requires generosity and humility. It involves 
reliability, efficient action and fulfilled promises. Above all, it 
involves respect for confidentiality. Patients have invested the 
worker or institution with material which is highly confidential 
and significant to them and their expectation is that this trust will 

s to respect the standards 


be honoured. Similarly each discipline ha: i 
of confidentiality of the other and will only trust this when experi- 
d. Working together has also to 


ence has shown it can be honoure 
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be learnt; ideally this is achieved by training together in a hospital, 
health centres, day centres or residential settings with joint 
conferences and seminars which provide natural settings for inter- 
change and learning. Discussions with the responsibility of finding 
a solution to a problem give the immediacy which prompts good 
teamwork, and the presence of the client and/or his family in 
such a discussion enhances the need to work together in a clear 
and precise way. 

An important part of teamwork is consultation between mem- 
bers of different professions, between for instance doctors and 
social workers, between health visitors, community nurses and 
social workers, between teachers and social workers. All have 
clients with symptoms of psychiatric disturbance, all are dealing 
with depressed, maladjusted, emotionally upset people. All need 
a ‘common psychological understanding’. ‘Psychological under- 
standing enables the individual to comprehend more deeply and 
more usefully the emotional problems of patients, and by giving 
him some awareness of his own motivations and attitudes, pro- 
vides him with a greater sense of professionalism and emotional 
security for his own work’ (Hill 1969). With the focus on family 
care, the social worker may meet a broad range of problems even 
in one family; social workers are using and studying methods of 
consultation, those with experience in a special field acting as 
consultants to the others. Social workers are also working in a 
consultative capacity in the primary care team, particularly with 
health visitors and community nurses and sharing cases with them 
as colleagues. 

For example, a health visitor and a social worker with some 
experience of mental disturbance visited together a disturbed, 
depressed mother of several small children whose husband was un- 
sympathetic. The health visitor was worried by many aspects of 
the mother’s behaviour and the effect on the children. In a shared 
interview, different areas of the problem came to light, the mother 
a Been: of we own needs, of her unsatisfactory So 
ing; by ahactag ker : “oe pene wee other ways of be Pi 
r as re oa poorer the health visitor felt aan 
ing all the time with oF the family. The emotional burden of dea 

People in trouble, the pressures of too many 


cli 

Ta too few resources and the high expectations of society 

st oe Strains to workers in social service departments. If the 
andard of care is to be mainta 


ined, attention has to be paid tO 
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the morale and levels of satisfaction of the workers. If they are to 
stand up to the stress, tension and frustrations of their work, they 
require informed, flexible and understanding management and 
leadership and the support of a well integrated interdisciplinary 
team. They need opportunities for sharing and for learning. 


RESEARCH 


The results of reorganization and of all these changes in social 
work, the effectiveness and adequacy of services and of methods 
of social intervention, have all yet to be evaluated. If the quality of 


care is to be improved, a great deal more study and understanding 


is needed into what constitutes stress and causes breakdown, and 
f defining problems and 


into clearer and more meaningful ways © 

handicaps. ‘An effective family service must be concerned with the 
prevention of social distress. In principle, by taking timely and 
appropriate measures, much human suffering and family break- 
down can be avoided’ (Seebohm Report). The research that has 


already been carried out merits more study by social workers in 


practice. Dame Eileen Younghusband in an address on the future 
hat in the social work of the 


of social work says, ‘It seems to me t 

future, we have got to accommodate more comfortably than at 
present this range from the inner world of experience to a large 
scale social assessment, social planning and social action designed 
to bring about and control social change - - - with this I include 
intelligent services, research, consultation, teaching, management 


and evaluation’ (Younghusband 1973). 
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ROLE OF THE ADMINISTRATOR 
D J Downham & P R Walker 


the treatment of mental illness has become more complex, the 
ole of the administrator in patient care has increased. The image 
of the administrator, as being the person who looks after the 
Paperwork and keeps an eye on the hotel services, is no longer 
applicable. Now administrative skills are required to assist in 
so iis the organizational problems thrown up by trying to pro- 
E a comprehensive mental health service. These problems arise 

ying to provide a service to meet the needs of a community, 
a hospital, a ward or even an individual patient. For example, the 
treatment regime for an individual patient on a rehabilitation ward 
might involve the administrator in contacting a Rotary Club, a 
government department or local industry to obtain sheltered work, 
agreements with doctors, nurses and remedial staff on the use of 
Patients’ monies, access to a bank or post office, buying clothes 


a . 
nd personal possessions, arranging transport, etc. 
t to examine the role of the 


strates some of the ways in 


which the administrator, as an essential member of the treatment 
i dards of 


ati : 
Patient care by working with sta 
sions, 


MONITORING SERVICES AT 


PATIENT CARE LEVEL 


ing the effectiveness of any 


(®) 
ne of the major factors in assess > ; 
e which the patient receives. 


ealth service is the standard of servic 


141 


142 D J Downham & P R Walker 


This is true in looking at a total health service or a small compo- 
nent of that service. It follows that all ‘providers’ of health 
services, whether they are doctors, social workers, cooks or 
cleaners, should be frequently reminded that their effectiveness is 
being assessed according to the standard of their service when it 
reaches the patient. By giving emphasis to an examination of 
services at their point of contact with patients an organization can 
be encouraged to become patient orientated. It is particularly im- 
portant that such encouragement should be given to staff in large 
psychiatric hospitals where some patients are unable to draw 
attention to an inadequate level of service. 

Many different techniques have been used, with varying degrees 
of success, to monitor services at patient care level. Visits of 
inspection by members of hospital managing bodies, senior staff, 
or outside advisory panels, have long been a feature of many 
psychiatric hospitals. These are usually completely unstructured 
and their value depends upon the degree of understanding of the 
people making the visits. The views of patients themselves have 
been sought, for example through informal chats or as part of a 
patients’ satisfaction survey. Ad hoc examinations of particular 
services have been undertaken, more often than not, only after 
there has been a breakdown in the services. These and similar 
monitoring techniques have proved useful in giving some indica- 
tion of standards of patient care. They fall a long way short, 
however, of the sort of ‘quality control’ that is expected in any 
well tun factory, let alone a hospital. There has been a need for a 
simple but more systematic monitoring technique which can be 
applied in any psychiatric hospital. A method of filling this gap by 
setting standards of performance which are then monitored by 


the ‘provider’ of the service and by ward staff is described 
below. 


This monitoring sy: 


stem aims to provide not only a regular 
and systematic review 


of patient services but also simultaneously 


to encourage improvements in these services. ‘Providers’ of 
services and ‘consumers’ of th 


to determine the standards of 
within the next year or two. Co 


ose services are brought together 
service that should be achieved 


sides to these he mmitment is thus gained by both 

` regularly moniti ea ry stantlarda and to such standards being 

Stead itored. It is this commitment that makes the system 
cantly different from most other monitoring techniques. 


example of how the system is applied to a hospital’s 
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catering service will illustrate the stages involved in introducing 
this form of monitoring. 

The administrator responsible for the system will convene a 
meeting with the catering manager (as the ‘provider’ of the service) 
and wherever possible with patient representatives (as the ‘con- 
sumers’ of the service) and with nursing staff as their representa- 
tives to identify about twenty or thirty basic standards which can 
reasonably be expected to be achieved. Wherever possible ob- 
jective standards are selected, but, rather than neglect an important 
aspect of care, such as quality, subjective standards are also used. 


For example: 

1 A choice of menu system s 
hospital and there should be an ap 
patients who can themselves exercise ¢ 
so. 

2 Each ward should have its own stan 
of meals and the food trolley should arri 


that time. 
rds is then submitted to the hospital 


The list of agreed standa 
managers to ensure that they accept the standards which have been 


set and are also committed to achieving them. 

Once agreed the list of standards is easily converted into a 
questionnaire for completion at regular intervals, say every six 
months, by the ward nursing staff. The questions give the patients 
and ward nurses an opportunity to comment on the extent to 
which the standards are being achieved. For example: 

1 Is there a choice of menu system for all patients, with an 
appropriate system whereby patients can who themselves exercise 


choice are enabled to do so? 

2 Does each ward have its own 
3 Does the food trolley arrive wi 
time on every ward? 

At the same time the catering manager is asked to complete a 
similar questionnaire. In addition to answering whether or not 
the standards are being achieved, he is given an opportunity to 
state what action is now required to bring about an improvement 
to the below standard services. frente 

The returns from both the ‘consumer’ and ‘provider’ are then 
analysed. In most cases little or no action will be required. Some- 


times the returns will show an interesting discrepancy between the 
replies; usually where the ‘provider’ says a standard is being 


hould operate throughout the 
propriate system whereby 
hoice can be enabled to do 


dard time for the serving 
ve within ten minutes of 


set time for serving meals? 
thin ten minutes of the set meal 
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achieved and the ‘consumer’ disagrees. Or, further discussion may 
be needed on the action proposed to bring about improvements. 
Once agreement has been reached on future action, it only re- 
mains to reexamine the list of standards and, if necessary, set 
higher standards for later reviews. 

This system of monitoring can be applied to any patient care 
service. It is particularly convenient as a means of monitoring the 
hotel services but, providing there exists a suitable receptive 
climate of opinion, it can be applied to monitoring the services 
provided by therapeutic teams, With its crude element of manage- 
ment by objectives, the system creates its own energy for improve- 
ments. It also means that staff have to work together to set their 
own goals which are more realistic than those set by national or 
regional authorities who cannot know the local situation. Each 
completed review will also provide a methodical way of informing 
the responsible authority of the relationship between standards 
and achievement and of the resources required to achieve stan- 
dards in the various departments. 

The list of declared standards is available for all to see (both 


patients and staff) and can be used by anybody making visits of 
inspection. 


Patients’ complaints 


From an administrative point of view patients’ complaints should 
be encouraged, Together with patients’ letters of appreciation and 
Suggestions they form one of the most readily available indicators 
of the standards of service being provided. If they are examined 
along with the feedback information coming from a monitoring 
system, they provide valuable ‘market research’ information. Al- 
though it is natural to resent complaints, it is helpful to accept 
that they do provide useful management information, Each indi- 
vidual complaint highlights areas which, in the perception of the 
complainant, failed to meet his expectations of the standards of 
service which should be achieved. A complaint may arise from 
the failure of a service to meet the organization’s own agreed 
Standards or, from the complainant expecting a higher standard 
than that set by the Organization. A complaint thus challenges 

being provided or the standard set, Examination 
complaints and Suggestions received over a period 


of time wil] indicate areas which need special attention. 
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Complaints provide useful management information particu- 
larly in the mental health services. Reports of enquiries into psy- 
chiatric hospitals where standards have fallen below the minimum 
acceptable level, have exposed the common feature of complaints 
being stifled or of not being actively pursued to a satisfactory out- 
come. It is a sign of a healthy and mature organization that com- 
plaints are encouraged, and if causes for complaint exist they 
should be made known and corrective action taken. 

There are several ways of drawing out complaints from patients 
and their relatives. First, they should be told to whom they can 
make their complaints and how best to go about it. These instruc- 
tions need to be straightforward and brought to the attention of 
patients at times of least stress (e.g. in hospital admission hand- 
books or on waitingroom notice boards). Secondly, suggestions 
for improvement should be actively invited. Some hospitals have 
courageously written to every patient after discharge asking them 
to send in comments on their stay in hospital. Many hospitals 
have made use of the patients’ satisfaction survey designed for use 
in psychiatric wards. This is based on the use of a standard ques- 
tionnaire which draws attention to particular aspects of hospital 
care and allows an opportunity for both structured and unstruc- 
tured replies. But perhaps, above all else, one of the key factors in 
drawing out complaints and suggestions will be the attitude of 
staff. Any member of staff may be the recipient of a complaint. 
They should be aware of the procedure to be followed in handling 
complaints and also be helped to overcome the natural attitude 
of being defensive. The training of all staff who have frequent 
contact with patients and relatives could usefully include an 
examination of a complaint that has reached a satisfactory out- 
come, 

The following exampl 
illustrates the way in which administrator al 
together to achieve a satisfactory outcome. 
1 A woman (Mrs H) wrote to complain about the treatment and 
care given to her late husband during his stay in hospital between 


January and July 1971. In the letter Mrs H made several points of 
criticism about the way the hospital was being run and including 


the attitude of staff and quality of catering services. 
2 The patients’ services officer wrote to Mrs H offering to meet 


her to discuss the complaint. He and the senior nursing officer, 
responsible for the wards concerned, later visited Mrs H after 


e is based on an actual complaint and 
nd nurses must work 
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which a statement listing the criticisms was prepared. This 
included: , E 
a That she had been unable to obtain basic information 


about visiting times, patients’ laundry, etc. and that staff had 
been unhelpful in their replies 


b An indolent attitude of staff on R ward 

c The loss of a dressing gown belonging to her husband 

d An incident in which a nurse neglected a physical illness 
3 The staff concerned were seen to explain the intention of the 
complaints procedure and to ask for their comments and subse- 
quent written statements 


4 The draft of a patients’ information booklet was sent to Mrs 
H for her comments 


5 Mrs Hand a friend met the principal nursing officer and a con- 
sultant psychiatrist to discuss the outcome of investigations and 
action taken. This included: 
a The production of a patients’ information booklet to be 
issued to all patients on admission, and to their relatives and 
friends 
b Establishment of a dry cleaning service and introduction 
of a clothes counter in the hospital shop 
c The planning and introduction of a sick ward for both 


sexes 
6 Staff notified of the satisfactory outcome of the meeting with 
Mrs H 


In this example, much of the benefit gained by the hospital 


Was achieved by the input of administrative time. A considerable 
amount of time and 


sex ward. This will ta 
initial incidents took place. 


justified criticism. To b 
to conduct the investi 
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should be aware of how an investigation is being conducted and it 
helps, if possible, to bring them together to discuss the complaint. 
The final outcome of the investigation, setting out the action pro- 
posed, can be reported to the complainant and staff concerned. 
This, then, gives either party a chance to pursue the matter further 
with the appropriate authority if they are dissatisfied with the out- 
come. A satisfactory outcome is, of course, most likely if all 
concerned can be encouraged to adopt a constructive attitude 
rather than indulging in a negative and emotional battle. 

As well as learning lessons from each individual complaint, it 
can be helpful to look at the pattern of complaints received over a 
period of time. At each level at which a record of complaints is 
maintained it is worth asking a few questions every few months 
about the recent complaints. 

e.g. How many complaints have been received? Is this more or 
less than in the preceding period? Has the number of appreciations 
recorded followed a similar pattern? Have some services come in 
for more criticism than others? Have some members of staff come 


in for more criticism than others? Have the complaints come from 


one particular category of patients—the elderly? out-patients? day 


patients? or patients in locked wards? 

By checking on a number of points like these it is surprising 
how often some sort of pattern emerges. It is unlikely to be con- 
clusive but it will often highlight areas or standards which deserve 
further study. 

A regular review of compl 
way of notifying the health aut 
type of complaints received but also of defici 
and of the resources required to correct them. 


aints will also provide a methodical 
hority not just of the number and 
encies in the service 


THERAPEUTIC TEAMS 


The use of teams with a multiprofessional approach has long been 
recognized as one of the most important forms of coordination in 
the hospital service, and is usually found at the patient care level. 
A patient care team is centred round an individual patient and is 
usually concerned with the diagnosis, treatment and after-care of 
an individual patient. Teams of this kind are formed and dissolved 


according to the needs of each patient and the membership is 
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varied according to the professions involved in the diagnosis or 
treatment of the patient. By working together in patient care teams 
the professions decide how best to utilize their respective skills and 
resources for the benefit of a particular patient. Patient care teams 
are found in most hospitals and the initiative for setting up a team 
or for its dissolution usually rests with the member of the medical 
staff responsible for the care of the patient. The notion, therefore, 
of working in a multiprofessional setting is not new to hospitals, 
but what is more recent is the extension of this method of working 
not just to decide on the treatment regime for an individual 
patient, but to decide on patient management policy for groups of 
patients; the hospital environment in which the patients live and 
after-care policies. Multidisciplinary teams of this kind are fre- 
quently found in the psychiatric service which by definition is 
multidisciplinary since its theory and practice draws on the medi- 
cal, behavioural and social sciences. 

In the hospital, the team will include the consultant and sup- 
porting medical staff, a senior nursing officer and ward nurses, and 
Tepresentatives of the remedial staff. In some hospitals social 
workers are working largely within the hospital and allocated to 
the team, but in other areas contact with the social worker takes 
place in the area offices. In a community health centre, the team 
will consist of the general practitioner, perhaps with a social 
worker, health visitor and district nurse seconded to him, per- 
haps with the consultant psychiatrist and the domiciliary psychi- 
atric nurse attending. In the day hospital, it will be the hospital 
staff predominating, but quite a different team might be met in the 
area social work office, where the social workers, with the home 
help organizers, district nurse and health visitor representation 
might meet with the psychiatrist and domiciliary psychiatric nurse. 
Clearly, leadership of the team will vary, depending not only upon 
the patient’s whereabouts, but also which profession has the most 
significant relationship with him at the time. Where sectorization 
has been introduced into large psychiatric hospitals, this has re- 
sulted in the formation of semi-autonomous units each with its 
own therapeutic team and each team having its own in-patient, day 
patient and out-patient facilities. Although many references are 


made in this chapter to treatment teams working in hospitals, it 


cannot be too strongly emphasized that psychiatric treatment takes 
place in the communi 


h ty and nowadays doctors play a small part in 
the total pattern of care even though they are vital in the diagnostic 
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area and essential in any decision-making situation. Frequently a 
therapeutic team has control over the deployment of its own com- 
plement of staff and a separate budget so that the team has con- 
siderable autonomy in working out its policies. If it is accepted 
that therapeutic teams have become one of the most valuable ways 
of ensuring that health professions agree on what facilities are 
required to provide a comprehensive psychiatric service then it is 
essential to consider what conditions need to be assured for such 
teams to operate effectively. Some of the questions which must, 
therefore, be answered are: 

1 What special problems are posed in the relationships of such 
teams to each other? 


2 How are interteam problems resolved? 
3 How is it possible to ensure that the teams have maximum 


independence to determine and pursue their own policies whilst 
ensuring that such policies are consistent with a corporate policy 
for the overall psychiatric services within the larger geographical 
ateas or districts consisting of several sectors? 


4 What effects do therapeutic teams have on the role of the 
dministrator and on the heads 


a service for more than one 
ach priority decisions about 
the competing claims of 


administrator vis à vis the nurse a 

of the support services who provide 

team and who, therefore, have to re 

the allocation of their resources against 

different therapeutic teams? 

5 What should be the composition of the teams and should an 

administrative machinery be established to service the teams? 

A further point to consider, however, is whether years of some- 
conditioned some groups of 


what authoritarian traditions have , 
staff to look to their supervisors for answers to their problems so 


that they are not able to work freely or confidently in a multi- 
disciplinary setting. Difficulties may equally arise with staff who 
have a professional training which is orientated towards the indi- 
vidual patient rather than towards groups of patients as a whole. 
Some medical staff, for example, have difficulty in extending the 
patient care team concept to a therapeutic team which is involved 
in the management of groups of patients and in deciding on policies 
about the environment within which patient care policies can be 
pursued, 

Because of these difficulties there are critics who say that thera- 
peutic teams merely indulge in general discussion and make state- 
ments of good intent which are not turned into action. The test of 
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any team is not of contemplation but of ability to change the allo- 
cation of resources and to create an environment within which 
agreed treatment policies can be pursued. In short, setting up 


therapeutic teams is relatively easy—getting them to work 
effectively is more difficult. 


Conditions for effective work 


This section contains a checklist of conditions which will help to 
ensure that therapeutic teams are succi 
management problems. 

1 There must be a commitm 
health authority thus provi 
between all sections of sta 


essful in coping with 


ent from the top management team of the 
ding a climate of mutual confidence 
ff. For this support to be provided, it is 
Necessary for the top management to have agreed the main aims 
of the therapeutic teams and for these aims to be ‘cleared’ with 
everyone concerned. It is essential that the chief administrator is 
committed to the team concept since one of his functions is tO 
facilitate the information flow to the teams in order that they can 
make the appropriate decisions. Thus ‘. . . a decision may be con- 
ceived of as a communication process or a series of interrelated 
communication events. A decision occurs upon the receipt of 
some kind of communication, it consists of a complicated process 
of combining communications from various sources, and it 
results in the transmission of further communication’ (J T Dorsey, 
‘A communication model for administration’, Administrative 
Science Quarterly, December 1957). In reaching a decision, the 
teams not only need information to decide what should be done 
but also to assess the effect of what has been done and to avoid 
making mistakes in future. Only in the presence of information 
does the process of decision making take on a meaningful form. 
The role of the administrator as a provider of information might 


be expressed as ‘to present such information to therapeutic teams 
in such a way that 


it would be understandable, purposeful and 
helpful to the teams in pursuing their defined goals’. 
2 The members of the therapeutic team need to be familiar with 
the skills and Procedures of working in multidisciplinary groups: 
Many doctors and nurses, and especially those working in psy⁄ 


chiatric hospitals, have considerable experience of working in 
Patient care teams and already possess the skills required to 
Operate at the clinical car 


e level. Within the context of the thera- 
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peutic team there is a role for the administrator who may not have 
the experience of his medical and nursing colleagues of working 
in patient care teams, but who has the experience and training to 
deal with organizational problems and with information systems. 
The administrator would also bring to the team his experience and 
knowledge of the basic procedures which are essential if teams are 
to operate smoothly and reach decisions which can then be imple- 
mented. Although most administrators welcome the opportunity 
of involvement with teams and especially of working closely with 
have to understand that in the ‘line’ and 
‘staff’ concept of management the administrator in providing an 
information service and in advising on procedural problems be- 
comes ‘staff’ and the team becomes ‘line’ with the administrator 
supplying the team with an advisory service. In practical terms 
there are also advantages in involving the administrator in the 
work of the therapeutic teams, since the administrator has a re- 
sponsibility for the coordination and management of the work of 
support services and is able to advise on the feasibility of some of 
the proposals discussed by therapeutic teams. 

3 The team must have sufficient authority to carry out its terms of 
reference. It is essential that the terms of reference are not just 
clearly stated but are widely understood and that staff have an 
opportunity of making their views known to the team about 
issues which are within the team’s terms of reference. 

4 The team has to gain the confidence of staff. This means making 
the opportunity for staff to express their views and working in 
such a way that the team is seen to have taken their views into 


account before reaching a decision. 


nursing colleagues, they 


Working procedures 

therapeutic teams should not be 
les, the following basic procedures 
ficiently and without becoming 


Although it is important that 
inhibited by having too many ru 
will help the teams to function € 
too bureaucratic. 

1 There should be a chair 


(this is generally the consultant in a bho 
general practitioner in a health centre oF social worker in an area 
office). Once working, however; the leadership of the team should 


change according to the subject being discussed. 
2 The composition of the team must be clearly understood and a 


F 


man who would provide leadership 
hospital, but might be the 
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decision reached as to whether nominated deputies should attend 
in the absence of the team member. The total membership of the 
team should be kept small, to about six, if possible, and never 
more than eleven or twelve, unless it is intended simply to provide 
a forum for a general discussion. 

3 The team should, as far as possible, meet at regular intervals 
and someone (preferably an administrator) should keep a record 
of decisions; work up reports for consideration and ensure that 
agenda and information are provided well in advance of each 
meeting. 

4 The objectives for the team must be prepared and agreed by 
the top officers in the organization. 

5 A communication system should be devised to ensure that the 
organization as a whole is aware of the existence of the team, its 
purpose and be provided with regular reports about its work. 

6 Any organizational changes proposed by teams should prefer- 
ably be carried out on an experimental basis for a limited period of 
time followed by a review with the staff concerned before being 
introduced generally throughout the organization. 

7 In some instances the role of the therapeutic team will be 
advisory and any action to implement the recommendations may 
require the executive authority of the departmental head con- 
cerned. In this respect the recommendations of the team should be 
seen as strengthening rather than weakening the authority of the 
departmental head. 

8 The success of any exercise will depend on the way in which 
recommendations are implemented and teams should ensure that 
those concerned with the implementation of recommendations 


are involved in the discussions which lead up to the proposed 
changes. 


9 Itis essential to have well defined arrangements for reviewing 


the effects of any organizational changes at a later date. In some 
instances it may be useful to devise a regular feedback of statistical 


information to measure whether the new arrangements need any 
further modification. 


PROJECT TEAMS 


Where therepeutic teams are aware 


i i of a problem but cannot easily 
identify the cause of the trouble, 


it is often useful to set up ‘ad 
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hoc’ project teams to analyse the causes of the difficulty and to 
advise on solutions. In some cases the problem may be relatively 
easy to deal with, involving no more than two or three meetings. In 
other cases the project team may have to meet over a period of 
weeks or months, working on a problem of major concern. It is 
essential that the terms of reference of project teams are clearly 
defined and that the membership includes staff working at the 
level at which the problem has arisen. The role of a project team 
is advisory and the recommendations will have to be implemented 
by those with executive authority for the service concerned. It is 
useful if the method of implementation is discussed by the project 
team with the head of the department and if any proposed organi- 
zational change is carried out on an experimental basis for a 
limited period of time followed by a review with those concerned 
so that they can not only have the opportunity to comment on the 


way in which the new systems operate, but are also able to parti- 
ossible snags. Project teams are most 


cipate in ironing out p 
1 problems as illustrated in the 


successful in dealing with practica 
following example. 


1 Complaints had been made over a long period by patients and 


their relatives and by nursing staff about the unnecessarily re- 
strictive methods used for dealing with patients’ money. Some 
patients were not receiving their full entitlement and senior nurses 
were required to queue outside the general office to draw money 
which they then paid out to individual patients on the ward. The 
system discouraged patients from accumulating a credit balance in 
their individual accounts and patients had to wait several weeks to 
discover how much was standing to their credit in their accounts. 
Some patients were not trusted to handle money but were issued 
with ‘tokens’ in lieu of cash, or were only permitted to buy 
through the hospital shop on an account basis. 

2 A project team was set uP consisting of a senior nursing officer, 
a charge nurse, a ward sister, a member of the finance department, 
and a general administrator. The task of the project team was 
firstly to seek the views of patients and staff on what they looked 
for in a system dealing with patients’ money; ra to cro up 
a code of practice based on these views and to agree the code with 
the chief officers of the hospital; thirdly to advise on the system 
which would be required to implement the code of practice and, 
finally, to assist in the implementa 


tion of the new system on an 
experimental basis and later throughout the hospital. 
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3 The new system has the following features: 
a All patients now automatically receive the full allowance 
of patients’ money, which can only be reduced on the written 
authority of a doctor or senior nurse. 
b Nursing staff have been relieved of the responsibility for 
collecting and paying out patients’ money. 
c Patients are encouraged to build up credit balances in 
their accounts, to buy such items as personal clothing or for 
holidays etc. 
d A patients’ bank has been opened which offers a daily 
service to patients. This includes the right to draw out or pay 
in small sums and to receive an immediate bank statement. 
Patients can also ask for an interview with the Manager to dis- 
cuss their financial affairs. 
e The patients’ money system is now processed through a 
computer and each patient receives a weekly statement of 
account showing all sources of income and the outstanding 
balance on which the patient can draw through the bank. 
It is interesting to note that this project team was set up in re- 
Sponse to criticisms made by patients and staff; that the team 
involved patients and nurses in the preparation of their report; 
and that the team was involved in helping to implement the new 


system, initially on an experimental basis and later throughout the 
hospital. 


COORDINATION OF THERAPEUTIC TEAMS 


Where, for example, in a large psychiatric hospital there are two 


or more therapeutic teams, it will be necessary to devise some 
machinery to coordinate the plans and activities of the therapeutic 
teams. This group management team (GMT) will be required to 
resolve interteam problems, to coordinate the activities of the 
therapeutic teams and to assist in setting priorities for the alloca- 
tion of resources between teams. The GMT should be responsible 
for ensuring that the teams have maximum independence to de- 
ir own policies, providing these fit the 
tvice at national and regional level. The 
the heads of the professional services and 
an administrative officer. All senior staff 
St items to be placed on the agenda for the 


should be serviced by 
should be able 


to reque 
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GMT meeting and each member of the GMT will be responsible 
for consulting and communicating with the section of staff which 
they represent. 


ROLE OF ADMINISTRATION 


The patient care administrator is one of several subordinates to a 
chief administrator. The chief administrator is concerned with the 
organization as a whole and is directly responsible for patient 
services, personnel, hotel services and supplies. In some countries 
the chief administrator will also have oversight of the financial 
services. 


Operational administration—day-to-day running 


Day-to-day running of mental health care services could be or- 
ganized in several ways depending on particular circumstances. 
One approach which commends itself where there are therapeutic 
teams is a functional system containing a patients’ services section 
in addition to an hotel services section. The patients’ services 
administrator is concerned with ensuring that hotel services meet 
agreed standards but he is not directly concerned with their 
Organization and direction. 

Terms of reference for a patients’ 
include: 
Monitoring of standards of hotel services 
Dealing with complaints 


Responsibility for medical records 
Providing medical management information (bed usage, etc.) 


Providing administrative support to therapeutic teams, pro- 

ject teams and the coordinating GMT (also serving as a member of 

the GMT) 

6 Managing patients’ amenities—shop, 

library etc. 

7 Responsible for coordination 

8 Arranging visits to the hospita 

the health authority 

9 Coordinating other paramedica 
Many of these duties require a © 

nursing officers, as for example the use of 


services section might 


UbwWNH 


bank, hairdressers, 


of voluntary services 
1 or unit made by members of 


| and professional services 
lose relationship with senior 
voluntary services. Here 
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it is important for the administrator to ensure with nurses of all 
levels that volunteers will undertake only certain prescribed 
duties. Otherwise there could be a danger of volunteers being seen 
to usurp the function of the nurse. e 

Amongst the most important items listed above are provision 
of management information and support to the therapeutic teams. 
A team cannot properly function without statistical information 
about its rate of admission and discharge, use of beds and their 
relationship to its catchment population. It is vital to know whether 
the population requires more resources than currently available 
and whether admissions and discharges are in balance. By pro- 
ducing a simple document at regular intervals the administrator 
can aid the individual therapeutic team and the GMT to assess 
workload and progress. Information could be produced monthly 
about: 


1 Available beds—by type (e.g. acute, psychogeriatric); by 
consultant 


2 Beds required according to government guidelines—by type 
3 Average daily occupancy 
4 Number of admissions—by type; by consultant 
5 Number of readmissions—by type; by consultant; by length 
of stay in the community 
6 Number of discharges and deaths—by type; by consultant 
7 Number of patients admitted from outside the team’s catch- 
ment area 
8 Transfer of patients from acute to non-acute wards 
9 Numbers of patients whose stay in hospital is now approach- 
ing (a) two months (b) twelve months 
10 New out-patients seen by consultant 
11 Total out-patients seen by consultant and team 
12 Number of domiciliary visits 

From such information it is possible for a treatment team tO 
review and improve on admissions policies: for example, item 4 
could be subdivided into day and night time admissions. Item 5 
1s Important particularly in providing information about length of 
Stay in the community. Without this a simple readmission statist! 
is virtually meaningless, 


i By comparing 4and 5 with 6 it is possible to show whether the 
Aospital’s population is increasing or decreasing. This may be 
important when, 


ey men, for example, a policy has been established t 
uce the size of large psychiatric institutions. In this connectioP 
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item 9 is useful because experience has shown that patients who stay 
in hospital for more than a few months tend to become long-stay. 

Item 7 is included as a check to ensure that teams remain 
separate units as far as possible. If a large number of patients 
‘crossed the line’ the aims of sectorization would be impossible to 
achieve, and the system would need review. 

Item 8 is an actual example used in a hospital where pressure 
on psychogeriatric beds came into conflict with a policy of re- 
ducing the size of the institution. In this situation there was a 
temptation to admit psychogeriatrics to acute admission wards when 
others were full. As soon as beds became available patients were 
transferred. Apart from placing patients in inappropriate accommo- 
dation this arrangement hindered the planned reduction of ward 
sizes and achievement of specified standards of accommodation. 


Setting ward policies 


A crucial administrative contribution is helping a therapeutic 
team to establish operational policy statements about treatment of 
patient groups, about use of ward areas, about policies of ad- 
mission, etc. The administrator should bring skills of written 
presentation whilst servicing the team through the several sessions 
of discussion needed to arrive at a fully accepted policy. This 
should clearly describe such matters as function, daily operation, 
staffing and schedules of accommodation for a unit. For example: 


, , ' 
Function of the unit 
exes whose original illness 


The unit will house patients of both s : nee 
has either burnt out or has been to a large extent controlled. 
because they have spent many 


These ; di d 

patients are handicappe 

years in an institutional setting which has prevented them from 
rforming simple tasks for them- 


making simple decisions or Pe 

selves or for each other. Many are disabled by a — ee 

ality’ which results in deteriorated social a and a considerable 

dependence on staff to meet even basic ide ` 
The unit should be operated to Prov! fo tients 

1 An improvement in the quality of E g ma ossible 

2 Creation of a ‘family atmosphere i aaa ME è 

normal social situation) ; i 

3 A reduction in the dependence of patients on nursing staff 
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4 Assistance to patients in regaining lost or forgotten skills 


5 An improvement in the possibility of returning patients to the 
community 


Daily operation 


In order to create a ‘family atmosphere’ each member of staff will 
concentrate on developing a personal relationship with a limited 


number of patients. He or she is responsible for making daily 
contact with them... .’ 


If an area or hospital contains several newly established thera- 
peutic teams, it may be well to attach an administrator to each in 
order to provide the amount of support needed to establish poli- 
cies and multidisciplinary working. The following is an actual and 
typical example of the diary of an administrator, who, as part of 
the patients’ services section, had been working as a member of a 
team since its establishment a year before. 

Monday a.m. Regular meeting with ancillary staff to dis- 

cuss therapeutic programmes 
p.m. Geriatric working party meeting 
Tuesday a.m. Discussion on Ward ‘A’ about improving 
the physical environment 
p.m. Unit meeting (regular multidisciplinary meet- 
ing of staff on a group of wards in the team) 
Team executive committee meeting 
a.m. Rehabilitation working party 
p.m. Visit the team’s day hospital 
Thursday a.m. Attend nursing officers’ meeting (weekly, 
involving all teams) 


a.m. = 
pit ‘Ward ‘R’ ‘teach-in’ 


Friday a.m. 


Wednesday a.m. 


Ward ‘N’ discussion of treatment of patients 
The organization of official visits is another important duty of 
the administrator. Care must be taken to minimize disturbance to 
patients especially in long-stay wards which are, in fact, patients’ 
homes. For this reason there must be close liaison between ad- 
ministrators and nurses when dealing with visits. 

a ticia visits have several purposes: some of the most import- 
ant are: 


1 To enable members of the health authority (or governing body) 
to make routine checks on se 


tvices provided 
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2 To enable staff to meet members and have the opportunity to 
present their own problems, needs and attitudes 

3 To enable local people to see the service in operation so that 
the hospital is not separated from the community it serves—this 
is particularly important in the case of large psychiatric hospitals 
which may be situated some distance away from local centres of 
population 

It may be useful to appoint one person to handle official visits 
and to liaise with members of the health authority. This officer 
should establish date, time and area of proposed visit, and ensure 
that appropriate chief officers and heads of departments are in- 
formed. Members of staff must be available to escort members 
and other visitors around the hospital. Although an administrator 
will normally perform this duty there are advantages in a senior 
nursing officer joining the party. 

Reports of the visits made by members of the health authority 
should be kept in the form of an indexed register. This will enable 
a member to check what action has been taken in a ward or de- 
partment following the last visit. The register also helps officers to 


check that all parts of the hospital are visited. 


Planning of service development and resource allocation 
Responsibility for the planning process lies with the administrator: 
i Jania? 
he must ensure that maintenance and improvements to patients 
ed and he must see to it that 


environment are properly programm see to it th 
: out by all the disciplines in- 


long term service planning is carried by a 
volved in providing comprehensive psychiatric care in the area, 
The programme for improvements and maintenance will con- 
sist of an annual painting schedule combined with schemes for 
upgrading and refurnishing of ward areas. Where there are several 
therapeutic teams, the GMT will order priorities for ward improve- 
ments on the basis of reports submitted by an administrator after 
he has spoken to nurses and to works and maintenance staff. Once 
a programme has been agreed, it should be communicated to all 
nursing staff and subsequently progress reports should be given to 
ensure that nurses in some areas do not feel they have been 


neglected. 

Development of a comprehensiv 
planning and involvement of all peop 
The final plan must also take account © 


e service requires long term 
le concerned in its provision. 
f workers outside the team, 
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for example general practitioners, social workers, representatives 
of voluntary services, those providing after-care facilities such as 
group homes and medical staff working in closely related fields 
such as geriatricians and child psychiatrists. Such a grouping in the 
UK has been called a Health Care Planning Team (HCPT). Its 
function is to identify the gaps in existing services and to bring 
forward proposals to develop services towards agreed long term 
goals. An administrator will service the HCPT during its several 
meetings by providing the information about existing levels of 
provision and how these compare with agreed standards. The final 
plan would be submitted annually to those responsible for pro- 
viding all health care to the area or region in question. 


Administrator and the nurse at ward level 


Implicit in the terms of reference for a patients’ services section is 
a close relationship with nurses responsible for running hospital 
wards. It is important that the nurse should be able to contact 
the administrator in any situations requiring immediate action, 
particularly in matters of food, clothing, laundry and money. 
Several facts explain this ‘troubleshooting’ relationship: 

1 A ward nurse cannot necessarily be expected to understand 
the organization of non-nursing departments, such as catering Or 
portering 


2 A nurse may not have authority to put matters right even if 
the problem has been analysed 


3 Generally speaking, the nurse will not have the time available 
to find out just what has gone wrong 

One of the advantages in allocating an administrator to a thera- 
peutic team is that the ward staff will identify themselves with the 
administrator and will develop confidence in his ability to sort 
out misunderstandings which sometimes arise in the provision O 
services to wards. The administrator should have an understanding 


of th 


e systems and will have authority to ensure a satisfactory out- 
come, 


Frequently difficulties inv 
example the deliver 
the ward requires 
departments and re 
lie in either, Much 
if an administrato: 


olve more than one department. For 
y of the correct amount and type of food to 
action from the catering and the portering 
asons for the non or late arrival of food could 
ill feeling and misunderstanding can be avoided 
T ensures that changes in procedures and intet- 
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ruptions to services, say for emergency repairs, are notified to 
wards in advance. 


Requirements of a patients’ services administrator 


The most important requirement of an administrator in a patients’ 
services section is an ability to work with colleagues from all the 
other disciplines providing patient care and from the support 
services. This itself requires a need to communicate with people 
of varied ability and interest including individual members of the 
public. A lucid explanation to a consultant may not be appropri- 
ate for a ward nurse or a laundry supervisor. 

Secondly, the administrator must be able to analyse problems 
and then to propose solutions with those involved. Often it is the 
apparently trivial problems that are the most difficult to unravel. 

Thirdly, there must be an ability to collect, interpret and pre- 
sent management information for the therapeutic team and GMT. 

Finally, there must be a commitment to the patients’ interests 
and welfare together with an ability to play the good advocate when 
trying to attract resources OT when putting forward cases of need 
for additions to the service. 

It would be wrong to sugge 
person for the job, but there wou 


such a post as a ‘training situatio 
develop the skills of working with the other professions in the 


service. These will be needed in any senior administrative post in 
a health care system because of its complex multidisciplinary 


Organization. 


st that there is an ideal type of 
ld seem to be advantages in using 
n’ for a young administrator to 


ATTRACTING RESOURCES 


nts of health authorities in the 
cost of keeping a patient in a 
half the comparable cost in an 


A study of in-patient cost stateme 
UK shows that the total weekly 


psychiatric hospital is less than 
acute hospital. When this figure is broken down between subheads 
of expenditure, it is disturbing to discover that the difference is 
not accounted for solely by the lower cost of medical and nursing 
e hotel and support services in 


staff but that the cost for each of th i 
psychiatric hospitals is also less than half the comparable cost in 


acute hospitals. 
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These figures have been known for some years and attention 
has been directed to them by agencies outside the health system, 
for example, National Association for Mental Health, and by 
reports on conditions in long-stay hospitals. Successive govern- 
ments have called on health authorities to switch resources within 
their budgets and have even allocated additional money to redress 
the imbalance between long-stay and acute hospitals. It is a matter 
of regret that despite these efforts little has been achieved in 
raising the level of expenditure in psychiatric hospitals relative to 
hospitals for the acutely sick. 

In this context, the administrator working in the psychiatric 
field has a responsibility for seeing that standards are raised in 
long-stay hospitals by identifying gaps in the hotel and support 
services provided to patients and by highlighting these deficiencies 
in reports to health authorities. These reports must not only draw 
attention to problem areas but must specify what resources are 
required to correct them. The most helpful method of dealing 
with this type of situation is by working through the therapeutic 
teams so that doctors, nurses and other professional staff become 
involved in the management implications of attempting to bring 
about a more equitable distribution of resources between long- 
stay and acute hospitals. 

In view of the criticisms which have been made in the UK about 
bad conditions in different long-stay hospitals, it is now essential 
that all professions concerned with the provision of care to psy- 
chiatric patients share, with the administration, the responsibility 
for pointing out to the government and health authorities that 


many of the conditions criticized can only be improved by spend- 
ing more money on mental health services. 


CONCLUSION 


This chapter has illustrated some of the administrative tasks which 
need to be undertaken to provide an effective comprehensive 
mental health service. Because of the complexity of psychiatric 
treatment it is essential that an administrative system is established 
for coordination of and communication between disciplines at all 
levels both within the hospital and in the general community. 

i It 1S not suggested that all these tasks fall to the general ad- 
ministrator, indeed some may be more appropriate to the nurse 
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administrator or some other member of the ‘team’. What is more 
important is that an efficient administrative and information 
system is provided to the therapeutic teams; that it is provided by 
those with the necessary skills irrespective of their professional 
background and that in this context the special skills and experi- 
ence of the general administrator are fully utilized. 
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written by administrators about their role in the creation and maintenance of a 
total environment for psychiatric treatment and care, and in particular of the 
contribution of the administrator to the work of therapeutic teams. Some useful 
administrative concepts arecontained in Therapeutic Aspectsof Communication 
and Administrative Policy in the Psychiatric Section of a General Hospital. 
Hamburg D.A. (1957) In: The Patient and the Mental Hospital pp 91-107. 
Ed Greenblatt, Levinson & Williams, Free Press, Glencoe. 
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CLINICAL PSYCHOLOGY AND 
HEALTH CARE 


D Castell 


Clinical psychology is one of the newest professions concerned in 
the health care of people, and numerically it is one of the smallest 
in the NHS. Psychology itself is relatively new as a formal science, 
but its subject matter, the feelings, thoughts and actions of man, 
has always provided a range of occupations throughout history. 
Curiosity about behaviour and the working of the mind is indeed 
one of man’s ubiquitous hobbies. Psychology has strong links 
with many other disciplines—philosophy, biology, medicine and 
sociology—but contributes something special in the way it looks 
at man as a unique whole person in a social context, and with less 
emphasis on the damaged tissue OF the malfunction of parts that 
can preoccupy the doctor. Psychology, and particularly clinical 
psychology, therefore justifies its place alongside other health care 
professions, as providing a balance to the medical model, and 
emphasizing the need to include in the explanation and treatment 


of mental dysfunction the infl ological and social 
factors. 
In the UK before the Second World War, clinical psychology 


was virtually unknown, but with the demands made on medical 
services, especially through problems associated with head injury 
and the neurosis of battle fatigue, neurologists and psychiatrists 
enlisted the aid of skilled psychologists to help them in their job 
of appraising and restoring the victims of war who survived 
physically but not psychologically. Psychologists proved their 
worth and psychiatric hospitals began recruiting. 

In 1945 there were less than ten clinical psychologists, but the 
introduction of the NHS allowed for clinical psychologists to be 
appropriately recognized as a responsible profession, providing a 
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stimulus for recruitment, and by 1965 there were over 100. 
Currently there are approximately 450, working in a variety of 
settings in psychiatric hospitals and clinics, in the new district 
general hospitals, and with GPs. They work in the main as co- 
professionals in multidisciplinary teams with doctors, nurses, 
social workers, occupational therapists, and other health care 
personnel. The introduction of the team concept has in fact done 
much to extend their skills, increase their status, and enhance 
their utility, not just to the patient, but to the team as an opera- 
tional entity. 

The psychologist’s job in the health care team is five-fold: 
1 Assisting in the assessment, diagnosis, and objective appraisal 
of patients’ problems 
2 Planning and carrying out treatment and rehabilitation pro» 
grammes, always in consultation, and often in collaboration with 
other members of the team 
3 Teaching psychology to other professions, sharing their own 
skills with them, and encouraging a greater understanding of the 
psychological dimension, especially by doctors and nurses 
4 Planning and carrying out research into relevant problems— 
psychologists have, as a basic skill, research methodology and 
statistical knowledge invaluable in trying to answer the basic 
questions of the how and why of problems with a psychological 
or social component ; 
5 With their knowledge of social psychology, a psychologist 
contributes much to the more efficient and smoother running of 
wards, of groups, of committees, and in institutional and com- 
munity management generally—in fact in any place where there is 
interpersonal behaviour and problems arise, a clinical psychologist 
can help in making things easier and more effective 

Many psychiatric teams in the UK now have available to them 
the services of a clinical psychologist, although there are still 
grievous shortages. Traditionally the psychologist has worked 
tia Psychiatrists and neurologists, but as the awareness of 
€ 


© psychological needs of other individuals in distress increases, 
colleagues in other medical fields— 


community medicine, 
clinical psy 
Situations. 

A clinical psychologist today 
concetned with people, not o 


geriatrics, surgery, paediatrics, 
and general practice—are calling On 
chologists to bring their particular skills to treatment 


sees himself as a scientist, but r 
bjects, offering a wide range O 
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knowledge, expertise and skills, either directly to patients or 
people in distress, or increasingly as a more cost effective use of 
psychologists’ time, sharing and teaching these skills to other health 
care professions. Above all a clinical psychologist, as an applied 
scientist, is there to be useful. 


USES OF CLINICAL PSYCHOLOGY 


I would like to illustrate these five functions by examining in some 
detail each of them in turn. 


Assessment and diagnosis 


A psychologist, by use of tests, clinical skills and experience, can 
assist in answering problems, such as ‘Is this old person’s brain 


deteriorating more rapidly than we expect?’ ‘Is Granny going 


senile?’ ‘Has this person’s head injury damaged his brain to the 
ork again?’ ‘How fast is this 


extent that he won’t ever be able to w! 

lady’s depression clearing up?’ ‘Does this individual’s personality 
suit him to analytic psychotherapy?’ ‘Is this person’s memory 
disorder feigned?’ ‘Does this person’s anxiety state affect their 
physiological arousal to the extent that surgery may be at risk?’ 
‘Does this drug have a particular effect on this person’s emotional 


state?’ ‘Is this child mentally handicapped?’ These are but some 
of the questions of fact that a psychologist can give a firm opinion 
de the most effective way of 


about in helping the team to deci 


handling the problem. : 
The following case, although rather atypical, demonstrates = 


value of psychological appraisal and the role of psychologists, 
doctors and nurses in helping each other. A 55- rear-old widow 
f a psychiatric hospital, being 


was readmitted to the acute unit © A 
unable to cope at home because she was slow, dejected and un- 


motivated to care well for herself. At her previous admission she 
was diagnosed as mildly depressed, given appropriate medication 
and after a short stay, discharged with community support. In her 
first few days after readmission the psychologist saw her and her 
test results indicated that she was of average intelligence, and the 
symptom rating scales indicated that she considered herself to be 
severely depressed. The consultant agreed and a course of ECT 
was started. However, the nurses On the ward expressed unease 
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about her, but could not articulate precisely why. Her response to 
ECT was negative and the psychologist, sensing that the nurses had 
observations that they felt shy in revealing in a formal case confer- 
ence, asked them to do a ward behaviour rating scale. The scale 
used was chiefly a means to encourage the nurses to systematize 
their observations, and to use it as a vehicle through which they 
could mediate their views. 

At the next team conference the nurses revealed that the lady 
was certainly depressed, but was getting more confused, and her 
emotional state was significantly more disorganized and variable. 
At the conference itself the nurses felt less apologetic about 
questioning the consultant’s diagnosis, as they felt they had not 
only moral support, but had demonstrated their observational 
skills in a way that could not be ignored. At this point the psy- 
chologist offered to test the patient on a further range of tech- 
niques, including those for memory impairment and other cog- 
nitive dysfunctions. The consultant welcomed this and postponed 
ECT and suspended his diagnosis. 

The tests revealed particular memory and perceptual defects, 
some highly specific intellectual deterioration difficult to observe 
in a clinical interview. The lady had in fact had an undetected 
cerebro vascular accident two years previously and her increasing 
social isolation, economic stress and age had contributed to an 
intensification of her cognitive impairment. The diagnosis was 
changed, and an appropriate nursing regime introduced, and 
happily she was found a place in a local authority hostel. The 
nurses had initiated the change, supported by the psychologist as 
an informal social therapist to them, and he had also provided 


evidence that allowed the consultant to coordinate a more effective 
team decision. 


Treatment and rehabilitation 

Psychologists know a 
and changed and how 
the knowledge of mo 
of people, psycholog 
€rapy is outlined in 


good deal about how behaviour is acquired 
to change bad habits into good. In applying 
dern scientific psychology to the problems 
ists have developed many skills. Behaviour 


Chapter 1, and needs little adding except to 
say that the clinical psychologist can evaluate the problem skil- 


fully and usually provides a plan or Programme for treatment 
based on the evaluation, 
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For example, a middle-aged exposeur was referred to the team 
psychologist for aversion therapy. On the basis of psychometric 
testing and interview, the psychologist returned to the team, re- 
fusing to carry out aversion therapy, because his analysis suggested 
that the exposing behaviour was jointly a tension relief act and a 
hostile acting out of his inadequacy with, and fear of, his wife. The 
psychologist proposed a programme of social skills and anxiety 
control training to be carried out by the psychology department, 
and a set of guidelines for supportive counselling by the commu- 
nity nurse on the team. The consultant accepted this, as not only 
did the psychologist’s appraisal make sense, but the treatment was 
positive and made less demands on his time than he had anticipated 
in his original proposal. 

A psychologist may often carry out the treatment himself or 
delegate to another the therapeutic work, but as a professional he 
accepts responsibility for his own opinions and plans. 

Behaviour therapy can help in some cases, but not necessarily 
in all, Sometimes a less direct approach is required, particularly 
when the central problem is related more to feelings and inter- 
personal events. Problems like ‘I can’t get on with people’; ‘My 
marriage is breaking up’; ‘I’m too dependent for my own good’; 
For this the treatment that a psychologist may advise is one where 
people are helped by counselling or the version known as client- 
centred therapy. A skilled psychologist can help people become 
more aware of the emotions they feel and show and help them, by 
discussion, by modelling, i.e. showing a person how its done, by 
argument, to find a more appropriate way of understanding him- 
self and communicative emotions. ; 

Psychologists play a large part in programmes designed w help 
long-stay patients accept and adapt to independent lives. It is not 
an accidental correlation that the numbers of psychologists em- 
ployed parallels the reduction of long-stay patients in institutions. 
This is true for hospitals for the adult mentally ill and if the same 
policy was achieved for mentally handicapped we would doubtless 
gain a similar reduction. Psychologists are very interested nn trente 
ment, and unless they are invited to share their skills there is a 
danger that they become too absorbed in it. 

Two recent examples of sharing skills are Token Economy 
programmes, and Consensus Groups (Skidmore & Stoken 1974). 
In the former, described in Chapter 3 patients are encouraged to 
rehabilitation goals by the use of systematized rewards (tokens 
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exchangeable for those things the patients value—cigarettes, chats 
with nurses, looking after the ward pet) for adaptive, responsible 
and independent behaviour. In consensus groups, a technique 
used in training astronauts in solving difficult and sometimes 
crucial conflicts, patients meet with nurses and psychologists to 
learn and practise skills in identifying and facing real issues, 
sharing skills, determining objectives and implementing solutions 
(Skidmore & Stoken 1974). This technique has also great potential 


in helping to weld health teams into cohesive, problem solving 
groups. 


Teaching 


It can be argued that if either demands on services rise or psy- 
chologist manpower is not increased, then psychologists can be 
more effective to a greater number of people by teaching and 
training others in aspects of their own skills, and not by doing in- 
dividual treatment. Doctors, nurses, social workers, occupational 
therapists and the like, in training all have a large proportion of 
their respective syllabus taken up by psychology. Psychologists 
spend up to 15% of their working time in teaching psychology, 


either formally in lectures and seminars, or informally with 
individuals. 


Research 


Any health care institution has three major functions, the care of 
Patients, the training of its staff and research into its methods and 
effectiveness. So closely linked are these functions that if one is 
absent the quality and the purpose of the team is negated. 
Psychologists participate in training, handing on skill and ex- 
pertise, but equally important is their research function. Psy- 
chologists in their own professional training learn how to conduct 
and carry out research, and this skill is one they make available 
to their colleagues. A recent study (Torpy 1972) shows how re- 
search can help nursing care directly. A large psychiatric hospital, 
not surprisingly, had problems with fluctuating staffing levels on 
wards, but wanted to increase its rehabilitation effectiveness. The 
fluctuation of staffing levels was shown to be related to outbreaks 
of disturbed behaviour by methods devised by the clinical psy- 
chologist. The results showed that disturbed behaviour was associ- 
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ated with those wards that had the highest changes in staffing level 
from day to day. The lesson for the nursing hierarchy was that if 
staff changes are necessary the variation should be kept as low and 
as even as possible. A ward with five staff of Monday, three on 
Tuesday, six on Wednesday, two on Thursday, will have more 
problems than a ward which has two or three on each day regu- 
larly. 

Another study (Wallace et al. 1973) describes research into the 
way that positive interaction between nurses and patients could 
be enhanced, and looked at different ways nurses could be given 
the skills to do this. It found, not surprisingly, that nurses learn 
well from imitating models, but best if they are shown what to do 
by a more senior member of their own profession, who inspires 
confidence and understands their problems. 

An intelligent nurse putting these two research findings to- 
gether would come up with the policy for rehabilitation, that it is 
better to have constant variation in staffing levels rather than great 
changes in actual personnel (a sudden increase in staff can do more 
harm than good), and that the psychologist should train the 
nursing officer in charge to train his ward staff in special tech- 


niques, rather than do it himself. 


Contributing to management and organizational functions 


The clinical psychologist now has a great deal of useful information 
and guidance available which is of direct value to the processes of 
better team functioning. Small groups, committees and teams, 
because they are made up of human beings, behave in particular 
ways and have their own psychology, which is now more clearly 


understood than ever before (Argyle 1973). 
Any committee or team should be made up of members who 


have the ability to help reach the goal. If a decision is to be made, 
then a person’s skill and not his status should be the criteria that 
includes him. This principle is used too rarely, resulting in hostility 
between professional groups, and preventing effective teamwork. 
If a patient, about to be discharged, has spent most of her time 
talking to the domestic, then that domestic probably knows her 
better than anyone else on the team. The domestic’s skill, as an 
informed individual concerned with the case, should be used by 
the team. 


In making nursing policy decisions the people with skills about 
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the problem should be included. There is startlingly clear evidence 
that encouraging the people with the right skills and knowledge 
irrespective of their status, increases the quality of decision 
making. 

As an example, there was a patient who had worked in the 
office of the personal clothing manager as part of occupational 
retraining in clerical skills organized by the occupational therapist. 
At a team meeting considering the discharge of the patient, it be- 
came clear that not much was known about the patient as a social 
entity, about his fears and anxieties of the outside world. The 
patient, who was included in his own discharge conference, stated 
quite forcibly that ‘Mr. X (the personal clothing manager) knows 
more about me than the lot of you put together’. Mr X was 
phoned and came into the conference, and provided information 
and insight about the patient unknown to the professionals on the 
team—that he was terrified of the telephone, and that he was 
colour blind. These extremely important facts were then used by 
the shame faced team members to institute a new phase of training 
in the patient’s ultimately successful rehabilitation. 

Another interesting factor which makes the team approach 
more appropriate in health care, is that when individuals get to- 
gether in a group they tend to be both more altruistic, more 
courageous and they generate more ideas. In other words, they 
become less self-interested and more interested in the welfare of 
others, have access to more ideas and at the same time are pre- 
pared to take a greater risk in the decision to be made. This is a 
phenomena observed when consultants move from the position of 
being an isolated decision maker behind closed doors, to open 
discussions and group decisions. When effective group discussions 
Occur, more patients are appropriately discharged, less are un- 
necessarily admitted, and greater support is given to the patient in 
the process. This sort of change usually boosts the patients’ confi- 
dence and morale, a feature to which that early honorary clinical 
psychologist, Florence Nightingale, attached so much importance. 
, Groups naturally throw up a leader, unless there is one already 
imposed. If a team is not properly coordinated it becomes slow 
and inefficient. Anyone who is a leader of a health care team, and 
there has to be a leader not only from legal but psychological con- 
siderations, has to develop the appropriate social skills. Many 
ma who are put into the leadership role make the mistake of 

inking that the leader has to make all the decisions. If he does his 
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job right, whether consultant, ward sister, administrator, or other 
professionals on the team, the team by consensus will make the 
decision, and he will be the focus and mouthpiece for it. A team 
leader in health care has as his chief problem, the maintenance of 
coordination between members and direction towards a goal. In 
this process he has an enemy in the fact that besides being altruis- 
tic, the members have a tendency to conform to a norm, and these 
conformity pressures can produce inferior or premature decisions. 
A group that always agrees and always decides quickly is a little 
suspect. The leader must keep a balance between the need for 
cohesiveness of the group and at the same time a need for the best 
decision to be made. An important aspect of this balance is the 
requirement to delegate, and by so doing showing trust in other 
team members, and gaining respect for himself. 

One of the interesting aspects of the psychology of teams and 
groups is their size. One basic rule psychologists have discovered is 
that the more complex the problem the larger the group should be. 
This is complicated by another factor that there is an optimum 
size for the efficiency of the group. Observation has shown that 
natural group sizes range from three to about thirteen members. 


Where executive decisions are needed then eight is the maximum 


number who should be involved, with five or six being the pre- 


ferred size. Psychological dangers lurk for groups or teams of three 
men, for dominance patterns, and the pecking order asserts itself, 
producing more conflict and fewer objectives reached. Three wise 
men should be increased to five wise men. Committees of more 


than thirteen members should seriously consider splitting up their 
functions if they have decisions to make. Multidisciplinary 
broad factors, and could be 


management should be aware of these i 
helped with some of their own problems if they called on the 


skills of the clinical psychologists who they manage. 
Clinical psychologists have available techniques to assist in the 


better functioning of management. These techniques involve 
training the people on the job, and the provision of feedback to 
the group or team about its own functioning and the identification 
of the goals that the team is aiming at- If problems can be identified 
then a variety of ways of improving performance can be achieved ; 
restructuring the size and composition of teams; encouraging 
individual members to contribute more through counselling them 
individually; understanding themselves more through role playing 
and T Groups (Training Groups) and many other techniques. 
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One of the main additions to the clinical psychologist’s arsenal 
has been the technique of behaviour therapy: with their involve- 
ment more in teams, both clinical and management, they are 
adding the skill of hierotherapists, that is treating distressed and 
maladaptive hierarchies and organizations, by the use of data 
derived from modern experimental social psychology. 

One hospital at least has been able to reduce its laundry bill for 
the geriatric wards, as well as the gruelling task for nurses of 
changing beds, by employing a clinical psychologist to introduce 
an enuresis treatment programme for the elderly infirm. As well as 
a financial saving, nurses’ morale improves as they see themselves 
as therapists, not merely attendants, and more significantly, 
patients’ morale and dignity is improved. 

Another example has been to encourage the idea that, where 
appropriate, the patient should participate in the decisions about 
his life and work. There is no doubt that any social scientist 
studying the working of a health care team, would state categori- 
cally that the most important member of the team should be the 
patient himself. It would not be a bad thing if every room where 
teams met had an illuminated text to this effect. Occupational 
therapy departments might like to employ patients on this task; 
not least because it might reassure those patients who justifiably 
feel undervalued at the sight of prestigious consultants, starchy 


nurses, inscrutable psychologists, and preoccupied occupational 
therapists. 


NEW DIRECTIONS 


In addition to their involvement with teams and the use of social 
psychology, and to the increasing development of behavioural and 
counselling psychotherapies, a major trend, or shift in emphasis, 
in the way that psychologists do their job is emerging. This trend 
is to do with sharing their skills to a greater extent with other pro- 
fessionals on the one hand and on the other developing objective 
methods of appraisal that relate to the individual patient as a 


unique person. In this latter context psychologists are now less 
interested to see whethe 
mildly or severel 
individual way 
determine the 


r a patient is extraverted or introverted, 
y neurotic, but are much more interested in the 
the fundamental characteristics that define and 
distress or disturbance are expressed. Clinical 
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psychologists are now able, through the development of methods 
of individual case study and modern open system theory (Von 
Bertallanfly 1971) to see a human as a whole, comprised of many 
interrelating aspects. The integrity of the individual and encoura- 
ging his unique adaptation is the chief concern of all in health 
care, and the clinical psychologist is no exception to this. He is 
able and willing to help, but to do this he has to be asked, the 
expectation has to be there for him to respond. 
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GENERAL PRACTICE, THE TEAM 
APPROACH AND SOCIAL SERVICES 


R Steel 


PRIMARY MEDICAL CARE 


The British National Health Service style of general practice is 
only one of several possible methods of delivering primary medi- 
cal care. Dr John Fry (1969) in his book Medicine in Three Societies 
discusses the difference between the American laissez-faire un- 
planned free enterprise total medical system producing some of 
the world’s centres of excellence and the Russian medical state 
controlled wholly comprehensive system with claimed equal 
quality, but low productivity and little innovation. As a third 
choice the British National Health Service presents a compromise 
producing above average National Health statistics at a cost way 
down the national league tables. As more countries move towards 
comprehensive medical care (including psychiatry) whether by 
state scheme or insurance, studies of the varying systems should 
teach important lessons about balancing the always limited re- 
sources available for total health care again the limitless demand. 
The obvious barriers of cost are often subtly replaced by priority 
queues. 

It is impossible to discuss the sources of virtues and problems 
of the NHS method of delivering primary medical care in psy- 
chiatry unless the British system is considered in its world per- 
spective. Health Care—the Growing Dilemma a statistical analysis of 
needs versus resources in Western Europe, the US and USSR, 
was edited by Robert Maxwell. This itemizes, through the eyes of 
management consultants, the better than average morbidity 
figures of England and ‘Wales in spite of our heavy smoking, 
spending less on health than most, and having far less doctors pet 
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population than USSR. It urges, on grounds of financial logic, 
priority on building and maintaining stronger systems of primary 
care. The differing way in which primary medical care has evolved 
is one important factor for a reader outside the British NHS to 
remember. Another equal problem to consider when comparing 
countries is the total national resources devoted to health and the 
small amount of this spent on primary medical care, most going 
to hospitals. The capital cost of either a privately owned general 
practice surgery or a health centre is minute compared to building 
a hospital. The daily cost of caring for a sick person at home with 
a daily doctor’s visit and nurses calling, even several times daily, 
is ridiculously cheaper than hospital care. The difficulty of what 
should we spend on health care has been well argued by the director 
of the King’s Fund Centre, Miles C Hardie, but who quotes 
the British Minister of Health saying in June, 1973, ‘This is 
a very fine country to be acutely ill or injured in, but take my 
advice and do not be old or frail or mentally ill here—at least not 
for a few years’. Yet these problems do exist and have to be coped 
primarily with this year, albeit less than perfectly, by the British 


general practitioner, backed up by the team. 
British general practice lies in Western medicine between the 


insurance dominated capitalistic American system and the Russian 
state bureaucratic rigid model. It is, however, only one of several 
similar compromise methods of personal continuing medical care, 
each with individual national characteristics. There is, for example, 
the local financing of the Dutch ‘sick fund’ and some Northern 
Scandinavian practitioners are each responsible for over 4000 
Patients. Other less similar systems all have facets of interest, such 
as the Yugoslavian experiments to rotate practitioners between 
primary and secondary care, OT Israel’s plethora of practitioners 
adapting to their unique society. The 1912 Health Insurance Act, 
introduced by Lloyd George, gave all working men and women a 
panel general practitioner and 34 years later domiciliary medical 
care was extended to the whole population free of charge from 
‘womb to tomb’. This has meant that in 1975 Britain that the 
whole population for 27 years, and the working population for 
63 years, has had a general practitioner service free of charge, with 
24 hour open access, giving personal and continuing primary care. 
Responsibility to a set list of patients is provided not by a govern- 
ment salaried medical officer, but by aP independent contractor. 
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Present role of the British general practitioner 


The present role of a NHS general practitioner stems in part from 
the Todd Report, which placed emphasis on vocational training 
for general practice and encouragement of postgraduate education. 
Most of the present role came from the Charter which proposed 
doctors should form small groups, large enough to provide relief 
cover and medical companionship, with provision to subsidize 
ancillary staff in these groups and provide adequate premises. 
There were financial rewards for certain aspects of public policy, 
such as immunization or cervical smear screening. The old system 
of remuneration paid only a capitation fee, so that those doctors 
with the largest lists and minimal overheads received the most 
money. Also with the old system the more general practitioners 
worked in a hospital or a clinic the less there was left to share in 
the general practice pool. The new incentives improved facilities 
and there also was a rapprochement with Medical Officers of 
Health. They encouraged liaison first and then attachment of 
health visitors, nurses and midwives and so was launched the team 
approach. At the same time research and education flourished. 

A young British potential family doctor who had left school at 
18 might qualify at 24, work under supervision in hospital pre- 
registration posts for a year, before spending three years’ voca- 
tional training, to become a principal in general practice at 28. 
There is no energy lost in seeking promotion or moves, but every 
incentive to develop a deep and lasting relationship with a com- 
munity and especially his or her patients. Unless the law or the 
contract is broken, or ethics transgressed, no authority can dictate 
to or countermand a general practitioner, except the patient. 

The patients select their doctor with an ease rare in a state 
system. It is far more difficult to transfer to another social worker 
or nurse or administrator or hospital ward than to change one’s 
general practitioner. Because of open access, complaints are easy 
to ventilate and either doctor or patient are free to discontinue 
their mutual relationship. This relationship can generate great 
loyalty ‘to my doctor’, even in the face of logical arguments to the 
contrary. Sociologists have demonstrated that patients want the 
Pe touch of a doctor who knows them, is easy of access, and 
deeded he eee 1967). This closeness has been well 
Willian Test ee i. ction (Berger 1967) in a biography of Dr 

mberton 1970) or more relevant to this 
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volume twenty years of depressive disease observed in one 
practice (Watts 1966). 

To define the job, the Royal College of General Practitioners 
has agreed for over five years that ‘The general practitioner is a 
doctor who provides personal, primary and continuing medical 
care to individuals and families. He may attend his patients in their 
homes, in his consulting room, OT sometimes in hospital. He 
accepts the responsibility for making an initial decision on every 
problem his patient may present to him, consulting with special- 
ists when he thinks it appropriate to do so. He will usually work 
in a group with other general practitioners, from premises that are 
built or modified for the purpose, with the help of paramedical 


colleagues, adequate secretarial staff and all the equipment which 
handed practice, he will work 


is necessary. Even if he is in single- 
in a team and delegate when necessary. His diagnoses will be com- 
posed in physical, psychological and social terms. He will inter- 


vene educationally, preventively and therapeutically to promote 
ské 
his patient’s health.’ This statement opens the College’s important 


book The Future General Practitioner (1972). 


Workload of diagnosis in physical, psychological 


and social terms 


Practices will vary in style from that of a 70-year-old practitioner 
who entered practice between the World Wars to the trendy 
bachelor just entering practice bristling with qualifications and 
new ideas. Women doctors will attract a different clientele and so 


will the authoritarian, the overconscientious, the easy going, the 
optimist, or the pessimist. Parkinson’s law applies to general 
practice in that busy full list urban doctors do not see or visit their 
patients so frequently as Highland small list practitioners. Extra- 
polation from one practitionet’s experience is of limited value, 
however heartfelt the views OT well expressed. Workload varies 


with seasons; on influenza epidemic Monday produced for me 
77 consultations and 37 visits, OF with medical impact of social 
customs, such as the pill or the Abortion Act. Much of the work- 
load is related to patient’s personal habits, such as smoking, 


drinking, overeating, promiscuity, driving too fast, under exer- 
cising, or relaxing too little. Even if external circumstances are 
similar, patients with similar symptoms have very different 
thresholds for consultations. As well as the £188 millions spent on 
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prescribed NHS drugs, the public purchases £79 million drugs for 
themselves (Office of Health Economics 1968). 

The Journal of the RCGP publishes at intervals statistical sum- 
maries of general practice (RCGP 1973) which provide an average 
picture of workload. In discussing the general practice manage- 
ment of psychiatric disorder with those specializing in this field 
alone, it is easy to minimize or play down problems of organic 
illness. Yet there is more disgrace in once misdiagnosing chest 
pains as due to tension so missing a coronary thrombosis, than in 
excessively investigating 99 anxiety states. Furthermore, the prac- 
titioner who decides blood pressure treatment with its hazards is 
not warranted may have to attend for years with remorse, an 
aphasic paralysed patient. The range of minor (Table 8.1), major 
(Table 8.2), chronic (Table 8.3) and congenital illness (Table 8.4), 
in an average practice of 2500 patients, is tabulated from the 
RCGP Journal. 

Similarly, from national figures, the vital statistics (Table 8.5), 
social pathology (Table 8.6) are derived. In Table 8.7 are two sur- 
veys of social problems found in two separate practices. 

Although figures are invaluable in overall perspective, they are 
of as limited value in predicting the load of an individual practice 
as opinion polls in predicting the choice of a single voter. 

The problem of assessing a general practitioner’s psychological 
workload is more complex. Firstly, diagnostic classification is 
difficult enough for the specialist seeing the more florid illness, so 
how much more it must be for the ‘mish mash’ mixture of per- 
sonalities, problems and organic components seen by the general 
practitioner. Secondly, there are wide variations. An obsessional 
personality is an asset to an accountant as is a grossly extroverted 
personality to an actress. Thirdly, thresholds vary so that some 
with insomnia consult the doctor, but others write books in the 
early hours like Trollope, or sail the Atlantic single handed, 
waking briefly every hour. Fourthly, Shepherd (et al. 1968) noted 
a wide variation in the rates general practitioners record psychi- 
attic morbidity, varying from 3:7% to 65%. Part of this is due to 
varying diagnostic sensitivity. A woman drying her tears after 
confiding a problem to a general practitioner, new to her, said ‘If 
you hadn’t been sympathetic I would have only asked if I needed 
my ears syringing.’ Another reason is a doctor attracts patients. 
My father, I was told recently by a no longer youthful mother, 
Was a ‘good baby doctor’, and my wife in a butcher’s queue, 
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Table 8.1 Persons consulting for minor illnesses in a year in a hypo- 
thetical average practice of 2500 


aneso o 


Consultations 


Conditions 
General 
Upper respiratory infections 500 
Emotional disorders 300 
Gastrointestinal disorders a 


Specific 

Acute tonsillitis Pa 
Acute otitis media 50 
Cerumen 50 
Acute urinary infections 

‘ m 50 
Acute back’ syndrome 30 
Migraine 25 


Table 8.2 Persons consulting for acute major life-threatening illnesses 
in a year in a hypothetical average practice of 2500 


OOo o e O O 

: 50 

Acute bronchitis and pneumonia 12 

Severe depression 7 

Acute myocardial infarction 5 

Acute appendicitis 5 

Acute strokes 5 

All new cancers 1-2 per year 
Cancer of lung 1 per year 
Cancer of breast 2 every 3 years 
Cancer of large bowel 1 every 2 years 
Cancer of stomach 1 every 3 years 
Cancer of bladder 1 every 4 years 
Cancer of cervix 1 every 5 years 
Cancer of ovary 1 every 7 years 
Cancer of oesophagus 1 every 10 years 
Cancer of brain 1 every 12 years 
Cancer of uterine body 1 every 15 years 
Lymphadenoma 1 every 20 years 
Cancer of thyroid 3 

Suicidal attempts 1 every 3 years 

Deaths in road traffic accidents 1 every 4 years 
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Table 8.3 Persons consulting for chronic illness in a year in a hypo- 
thetical average practice of 2500 
„ARARE 


Conditions Consultations 

Chronic rheumatism 100 

rheumatoid arthritis 10 

osteoarthrosis of hips 5 
Chronic mental illness 55 
Chronic bronchitis 50 
Anaemia—iron deficiency 40 

pernicious anaemia 3 
Chronic heart failure 30 
High blood pressure 25 
Asthma 25 
Peptic ulcer 25 
Coronary artery disease 20 
Cerebrovascular disease 15 
Epilepsy 10 
Diabetes 10 
Parkinsonism 3 
Multiple sclerosis 2 
Chronic pyelonephritis Less than 1 
Tuberculosis Less than 1 


Table 8.4 Congenital disorders expected in a population of 2500 
(Carter 1969) 


a E 
Conditions Expected 


Congenital heart lesion 


1 new patient every 5 years 
Pyloric stenosis 


1 new patient every 7 years 


Talipes l new patient every 7 years 
Spina bifida l new patient every 7 years 
Mongolism 1 new patient every 10 years 
Anencephaly 1 new patient every 10 years 
Cleft palate 1 new patient every 20 years 
Dislocation of hip l new patient every 20 years 
Phenylketonuria 1 


new patient every 200 years 


nn EE ES 


heard me described as ‘a listening doctor’. Covering my evening 
Surgery during a confinement my MRCP partner called it ‘like 
psychiatric out-patients’. When I return the compliment, I have 
an evening of above average number of diabetics, thyroid disorders 
and hypertensives, Fifthly, much psychopathology, such as baby- 
battering, alcoholism, or wife-beating, may initially present with 
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the victim. The patient reflects the practitioner’s attitude and 
enthusiasm. 


Table 8.5 Vital statistics in a population of 2500 (1971) (Digest of 
health statistics 1971 HMSO) 


o 


Annual vital statistics Numbers 
Marriages 17 
Divorces g4 
NORE eee 
Pregnancies 40 
Primipara 15 
Termination of pregnancy 6 
NHS 3) 
(Private 3) 
Delivered at home 4 
Illegitimate 5 
Forceps deliveries 1 
Caesarean section 1 
Stillbirth 
Deaths 3 
Cardiovascular 5 
Cancer 4 
Strokes 1 
Children under 15 a 


Aged over 65 


as able to follow up a depot implant of Anta- 
rife, when she brought her last 
husband had started drinking 
oner child welfare clinic 
resented other methods 


For example, I wi 
buse in an alcoholic by asking his w 
baby to the well baby clinic, if her hust 
again. I doubt if a non-general practiti 
would do this, and the husband could have 


of follow-up. ; 
These lees are discussed by Professor oa Shepherd 
(Shepherd et al. 1966) in surveying OVeT 80 Lon = ia hele 

work for one year. It was felt for 2500 patients there would be | 
a and 113 psychosomatic ill- 


psychotic patients, 222 with neurosis i i 
nesses, The peak ‘incidence was in middle age female patients. 


i 9 
Watts (1966) calculates that over 20 years i io anna _ % 
of his practice with depression- In the elderly, -. i — 
chotic illnesses may present atypically, often with precipitants 


G 


184 R Steel 


(Post 1965) and the numbers presenting are greatly influenced by 
organic factors generally and cerebrally. 


Table 8.6 Social pathology in a population of 2500 


Conditions Persons 

Aged over 65 350 
Poverty—receiving supplementary social 

security benefits 150 
Aged over 75 100 
Severe physical handicaps 70 
Broken homes—one parent families with 

children under 15 60 
Male homosexuals (estimated according 

to West 1968) 50 
Chronic alcoholics (Edwards 1968) 5 (known) 

25 (unknown) 

Deaf (requiring hearing aids) 25 
Severe mental handicaps 10 
Blind (registered) r d 
Problem families 5-10 
Juvenile delinquents 5-7 
Divorce 3-4 
Illegitimate births 3 
Adults in prison 1 


i 


Strategies of managing the psychiatric workload 


It is estimated that each year the average practitioner admits 10 
patients to psychiatric hospitals, refers 12 new out-patients, and 
there are also 96 out-patients being followed up. It is a highly 
selective minority of psychiatric problems which are referred, so 
psychiatrists see only the tip of the iceberg of community psycho- 
logical morbidity. Professor Michael Shepherd evaluating Psychi- 
atric illness in General Practice writes, ‘Administrative and medical 
logic alike therefore suggest that the cardinal requirement for im- 
Provement of the mental health service in this country is not a 
large expansion and proliferation of psychiatric agencies, but 
rather a strengthening of the family doctor in his therapeutic role’. 
For the acute breakdown in a previously good personality, psy- 
chiatric referral may be the answer, but clearly not for long 
standing Personality problems, reactions to stress, psychosomatic 

S, or psychological reactions to wholly organic disease, such 


illnes 
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as childbirth, or impending death from carcinoma. For example, 
the father of a personal friend knew he was dying of lung cancer. 
‘Robin, every mouthful of food is a futile waste’ he said—but he 
also woke at 3 a.m. Antidepressants restored his affect and he died 
the optimist he usually was and the family’s final memories were 
not of communicable (and superficially justifiable) gloom. It 
would have been inappropriate to introduce a psychiatrist to 
diagnose and treat this depression. The best examples of patients 


Table 8.7 Social problems in general practice (Jefferys 1965); (Ratoff & 
Pearson 1970) 


Per practice Percentages of 
of 2500 all social problems 
Ratoff & 
Jefferys Jefferys Pearson 
Type of problem 1965 1965 1970 
Mental illness and social effects 330 32 i 
Chronic illness 125 14 
Marital problems 130 13 29 
Care of elderly 125 13 
Problem children 70 6 3 
Social incompetence 60 5 
Extramarital sexual problems Z 
(homosexuality and illegitimacy) 50 rr 
Housing 45 4 i 
Poverty 37 3 
Adolescent crises 20 1 
Immigrants 12 1 10 


10 


100 100 


_ a ee 


* Some had more than one problem 


tackled by general practitioners 


with oer $ bein; 
aa a kee tient and the illness (Balint 1964). 


are in the book The doctor, his pa e 4 
Occasionally the right remark at the right time can be Io 
although so rare in my experience. For example, a successtu self- 
made business man was addicted to work and committees: 
arriving home later every evening, he met an increasingly resentful 


i ‘ 
frigid wife: they were at risk to drift apart. Once he a ors I 
give my wife a huge home, a nice cat, 3 pony for my daughter, a 
private boarding school for our son- Tam not like other husbands 
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I know. I don’t beat her, or drink, or look at other women, yet... 
and all she does is to moan I am late home.’ I said to him ‘You are 
like the motorist in the Rolls saying to the speed cop, why arrest 
me for doing only 50 when some sports cars are doing over 70.’ 
Next pill check-up the wife said ‘What on earth did you say to 
Sam? You shook him. He’s back to the nice chap I married.’ 
Would that similar flashes of insight were feasible to engineer, but 
in my experience some personality disorders seem as difficult to 
treat in practice as osteoarthritis or arteriosclerosis. Furthermore, 
it is difficult to be convinced education is working effectively when 
face to face with a steady demand for abortion or a rising divorce 
rate. 

What alternatives exist then to deal with the psychiatric work- 
load in addition to the interwoven social and organic problems? 
The answers must be practical within the constraints of seeing 
10 patients an hour, being compelled to take seriously any plea 
for help, day or night, with no redress for frivolity, malice, or ma- 
nipulation, except to remove such patients from the list. Further- 
more, it is calculated a practitioner offering five items of service a 
year for 2500 patients, does so for a gross fee of 65p per item of 
service. These facts may seem polemical, but are fundamental to 
appreciating the realities and practical limits of general practice 
management. 

There have been interesting experiments such as Dr Gibson’s 
practice in Winchester where psychiatrists saw patients as out- 
Patients at the general practitioner’s surgery in consultation, or in 
North London, where Dr Alexis Brook, a psychiatrist, discussed 
with the practitioners problem patients whom he never saw. It 
does not seem to me these ideas are being widely copied. In 
Livingston, a new town, in Scotland (BMA News 1974) it was 
hoped a cross breed of General practitioner/Specialist would evolve 
in a brand new captive new town community. The idea was for a 
doctor who was a general practitioner with a small list, and part- 
time a specialist, for example, in psychiatry. I do no hospital 
work—for one reason—in a small community I would be seeing 
my colleagues’ patients, who could be free to join my practice. On 
the other hand, I feel all practitioners are better for having at 
least one aspect of medicine they are always studying in depth, if 
necessary by being a clinical assistant. The doctors can then act as 
a Tesource for the rest of the practice. In my personal practice 
extensive use of the domiciliary consultation scheme with the 
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general practitioner and psychiatrist meeting the patient in his or 
her house has produced effective integration. I am opposed to 
sector psychiatry, where each psychiatrist, responsible for a set 
geographical district, has a monopoly of admissions from that 
area. Some psychiatrists have developed especial expertise in deal- 
ing with organic psychosis, psychosexual disorders or alcoholism, 
and if for administrative tidiness each psychiatrist has to be ‘Jack 
of all trades’, I believe the community will lose those who have 
evolved a mastery of one especial aspect of psychiatry. There is a 
danger that to lose choice, especially in a personal emotive subject 
like psychiatry, may remove a safety valve. Perhaps future boards 
of enquiry might have to be set up to see why complaints are in- 
creasing. 


Diagnosis is fundamental, yet there is good evidence that much 


overall psychiatric morbidity (Goldberg & Blackwell 1970) is 
missed in practice and especially those illnesses like alcoholism 
(Steel 1971) and senile dementia, which are concealed or present 
in disguise. In acute psychosis warranting admission a domiciliary 
consultation with practitioner and psychiatrist secing the patient 

the general practitioner 


at home is ideal. With the acute psychosis, ; ; 
needs diagnostic crispness combined with introducing the psychi- 


atrist into the home and persuading the family and patient to 
accept admission, or advice. With dementia, once remedial causes 
have been excluded, a long term alteration in environment may be 
more important than treatment. Psychiatric i nay be 
returning patients to the community at a rate a on an, NOSpi- 
tals, day care, or sheltered accommodation, or reha mai 
increasing to cope. Most treatment used in psychiatry is ve a 
to practitioners. Even if ECT, leucotomy, oF — t eny ; 
for example, is necessary, the practitioner Tim ya ve : 
especially with the family. The practitioner’s psychiatric treatmen! 


iali i ychotherapy 
i i ecialist, but combines psyc ; 
s less esoteric than the sp | ne Leng en 


che i vironmenta a 
<i te bay se or 1960) (Psychiatry in General Practice 
Symposium 1967). ; ienti idi 

y ee S o that psychotherapy has little SEA 
(Eysenck 1952) the prime exponent of this view, ae oo: child 
answered. Shepherd (Shepherd et al. 1971) oem! nstrate 
guidance population of a whole country, cou mee l ete 
any improvement due to treatment better than time alone in = 
parable matched controls. Nevertheless, psychotherapy is popular 


188 R Steel 


with patients. The concepts of general practice psychotherapy 
discovered by the Balint method (Balint 1964) have enlightened all 
teaching of general practice. Yet less than 1% of British general 
practitioners are trained in the Balint method, as compared to 
15% of Dutch practitioners: although it is not of proven thera- 
peutic potency, Balint training has been demonstrated to increase 
sensitivity (Steel 1973). Purists of the counselling techniques 
(Halmos 1965) are critical of general practitioners’ use of authori- 
tarian direction and personal judgemental reassurance, which often 
depart from the ideal detachment of casework. 

Chemotherapy is the present major weapon of the practitioner 
faced with a psychiatric problem. In 1971 over 188 million tran- 
quillizers, nearly 8 million non-barbiturate hypnotics and 7 
million antidepressants were prescribed. The abuse and value of 
psychotropic drug prescriptions have been assessed by a general 
practitioner (Parish 1971) and later at a multidisciplinary two day 
conference organized by the Department of Health (Parish 1972). 
The fact that one in ten of all patients take tranquillizers is inter- 
national and an aspect of contemporary Western culture (OHE 
1972) (Balter 1974). Yet leaving aside moral issues, the technical 
problems are daunting. Thalidomide, a superlative safe hypnotic, 
tevealed its price and monamine oxidase inhibitors that have lifted 
phobic depression resistent to psychoanalysis can cause hyper- 
tension and brain haemorrhage if forbidden foods are eaten. The 
safer tricyclic antidepressants, more effective in psychotic de- 
Pression, vary widely in absorption and too low or too high a 
blood level is now recognized as a cause of failure to respond: 
adding other drugs, like barbiturates, alter greatly the bioavaila- 
bility. The toxicity of lithium given to prevent affective swings or 
the depot injection of phenothazine controlling intractable 
schizophrenia, may present problems to the practitioner, often at 
weekend or evening, even if not originally prescribed by him or 
her. 

Environmental manipulation is an intuitive part of general 
Practice—the aggressive boy responding to a remote father en- 
couraged to come closer; an isolated widow remarrying after 
Joining a club; a pregnancy averted by pill, coil, or at last resort, 
termination; a note to the school; a chat to the works manager; a 
word with the warden; a letter to the community physician; an 
affidavit to the divorce court; a lecture on smoking or obesity; a 
briefing to the newspaper reporter; a report to a solicitor; a 
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decision at a committee; all may alter our patients’ health as much 
as a prescription pad or scalpel. 

The real problem of general practice management is a plethora 
of possible managements. A woman with an unhappy marriage 
may get analgesics for her headaches, tranquillizers for her tension, 
the pill to prevent the problems multiplying, advice to get a job 
to be economically independent, for them both to see marriage 
guidance if he will agree, or half a dozen joint sessions of fifteen 
minutes together with the general practitioner who has delivered 


their babies and is no stranger to their home. 
sith blues after a second baby 


Does the young physiotherapist w 
need a day nursery for number one, a more tolerant husband, a 
part-time job and créche, antidepressants, the pill or a coil? Does 
she need Women’s Lib and her husband to do housework? 
Should schools and colleges warn girls that role conflicts will arise 
when they are pregnant and they then will be handicapped for a 
few years from climbing the career ladder alongside their male 
contemporaries. How far general practitioners from their unique 
position in society should join in current social debates is a vexed 


unanswered question. 

Whilst theories may be discussed the appointment phone 
tings: do we need quicker methods of psychotherapy in a six 
minute consultation (Balint & Norrell 1973)? If not a longer 
working week, why not delegate to other members of the greater 
medical profession? As rationing by price has gone, so must that 
by waiting list. Open access, rapid consultation and delegation is 
the logical compromise. Where the general practitioner should 

general practitioner 


score is personal knowledge, and the fact the a 
is not a psychiatrist. But stress illnesses present as difruse symp- 


toms with fear of organic disease. Organic disease Feng their own 
fears and the earlier the illness the more difficult the diagnosis. It 


is to resolve these dilemmas that the general practitioner requires 
f partners who, with ancillary 


the companionship and support © š 
staff, health visitors, nurses and midwives, exemplifies the team 


approach. 
THE TEAM APPROACH 


it is estimated, has twenty 
s, ten nurses, five mid- 
Il as ten specialist 


A community of 50000 patients, © 
general practitioners, eight health giron 
wives and thirty medical secretaries, aS We 
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doctors. The Gillie Report (1963) strongly recommended that the 
domiciliary team should be attached to individual practices. The 
role of nurses and midwives are self-evident to most people and 
their function in a general practice team is an extension of their 
work elsewhere. Most health visitors are trained nurses who have 
midwifery experience, plus an extra year’s special training to pre- 
vent ill health, detect early disease, health educate, mobilize 
resources and provide care in stress, especially for young families, 
pensioners, and disabled. For 17 000 patients and six doctors, we 
have three health visitors, three domiciliary nurses, a midwife and 
a part-time family planning nurse. To this we have added a prac- 
tice administrator, three secretaries and eight receptionists (several 
part-time), headed by a records officer as well as four part-time 
practice surgery nurses. A major conference in April, 1967 The 
Team in Family Health Care (Kuenssberg 1967) included the or- 
ganizations representing doctors, health visitors, midwives and 
nurses and this had a catalytic effect. Many dire predictions 
melted in the light of practical experience. Work became both 
more economical and efficient based on three tenets: under- 
standing each other’s position; regular contacts and discussion 
with pooled common knowledge. The present situation is well 
summarized in a 30 page BMA booklet Primary Health Care Teams, 
dealing as well with enrolled nurses and the variations needed in 
developing countries. 

Much has been written about case conferences, but in a busy 
practice far more is done over brief chats. Some doctors prefer to 
be caught at coffee, others leave gaps in appointment schedules. 
Once the secretaries and receptionists recognize health visitors and 
nurses as allies, not competitors, the team approach gels often 
without protocol, plans, directives or paper work. Some nurses 
lost a geographical district which was replaced by responsibility to 
a practice list, but perhaps the coincidental replacement of bi- 
cycles by cars facilitated this change. Used to direction from 
above, many health visitors and nurses found the freedom of 
Practice strange at first, and then rewarding. The potential is 
enormous and all can contribute ideas. Various helpful situations 
arise like a health visitor at the antenatal booking clinic, the prac- 
tice midwife delivering at the general practitioners’ unit now 
domiciliary delivery is decreasing, health visitors discussing prob- 


lems of breast feeding at the maternity ward, the domiciliary nurse 


following-up doctors’ visits, the practice nurse calling on her way 
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home to see a schizophrenic defaulting from a modecate injection. 
For example, we audited first of all 72-year-olds and then all 80- 
year-olds, unseen by doctors for twelve months. A psychiatrically 
trained state registered nurse visitor called to see if patients were 
neglected or, as it turned out, were fit, with several at work. Our 
results appropriately reported (Steel W D 1973) by the senior 


partner entering the fortieth year in the practice. We felt our 


patients were good at self-reporting illnesses and there was not in 
our community a large pool of obviously ill patients with neglected 
treatable complaints. 
If the view from the peaks is so exhilarating, what of the 
valleys? Two original snags have decreased with time. The older 
superintendents of district nurses and health visitors, who in 
times of depression built up task forces of dedicated spinsters to 
combat disease, poverty and ignorance, feared loss of control and 
shared loyalty. The aftermath of nursing reorganization, the meta- 
morphosis of medical officer of health to community physician, 
and the preponderance of married staff working shorter hours, 
having altered the problem. Originally committees and council- 
lors were warned mileage expenses would escalate, but at the same 
time, both general practitioners and nurses started to visit less and 
consult more, as the public became more urban and mobile, 
Premises better and the telephone spread. One of our health 
visitors holds a morning surgery with an internal phone in her 
room to at least four doctors, which is used two ways. The two 
major snags are accommodation and attitudes. There isa = on 
ingenuity (not often reached) in use of practice gen , 
health visitors and nurses, to be members of the team, nee me 
of their own. The capital cost of this is infinitesimal — to 
hospital projects or national white elephant schemes. The atti- 
tude problem is as old as human nature. Some armen ig en 
eccentric, obscurantic, OT unimaginative and occasionally some 


ibi ity to upset. A well meaning 
nurse: sisitors have a capacity | ins 
ee 1 questions of a retired civil 


pupil asked embarrassing financia ji 
servant, till he realized she had just had a — j E a dan 
were drawing all their allowances’. More a Ys ae = nae 
built health centres, rumours emerge that welfare : i pima 
by jowl with practitioners’ surgeries, each seeing t = i p 
yet operating in water tight, blinkered, compartments. bei 
With the educational emphasis On the team — h, i apes 
ignorance should be dispelled with time. Human faults should be 
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more easily resolved in a peer group situation, rather than by a 
lecture from the boss. The personalities attracted to the caring pro- 
fessions respond better to the stimulus of responsibility, rather 
than the correction of rigid control. It is important that training 
should include both small group discussions to see group dynam- 
ics in action and multidisciplinary training at an early stage. Once 
a practice has more than three partners, it needs regular meetings 
or submission to a benevolent dictatorship. It is important 
attached staff should know where the decisions are made and if by 
the senior partner, whizz kid, practice administrator, secretary, Or 
oldest receptionist. In group practices or health centres the boun- 
daries and communication systems are more blurred, resembling 
more those on a motor torpedo boat than a battleship. On formal 
occasions rank is worn, but under task conditions all realize they 
sink or swim together. 

With long traditions of working with doctors when in hospital 
training, many health visitors or nurses comprehend and tolerate 
general practitioners. There is less guidance and at times a con- 
spiracy of silence over their dealings with doctors’ staff, ranging 
from practice managers, administrators, secretaries to reception- 
ists taking the brunt of public frustration as ‘dragons at the desk’. 
After an initial enthusiasm when medical secretaries with dip- 
lomas emerged from colleges, it was realized most practices needed 
a range of less highly trained receptionists as well. These had to 
have certain personal qualities to be successful. They needed 
efficiency, sympathy to the distressed, tolerance to the rude (who 
would be all charm to the doctor), steadiness under fire, as well as 
handling their employers with guile and firmness. I suspect when 
future health visitor and nursing tutors have all had personal 
experience of work in general practice the value of receptionists 
will be more fully taught. Many have strong local ties and know- 
ledge with contacts at schools, clubs, local industries and churches, 
so are additional sources of local know how. For example, one of 
my receptionists speaks fluent Italian, which is helpful, as a local 
factory recruits from South Italy. The records officer will produce 
from memory the notes of ‘that red-headed girl who is just getting 
divorced and lives in Baker Street? , whilst others who have worked 


i ici , : 
in solicitors’ offices or employment exchanges, all have contri- 


buted most helpfully. 


; 2 cannot be stressed too much, even at the risk of repetition, 
© those who have not worked in the practice team, that the 
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demands on practitioners increase. The national working week 
grows shorter, but patients present as ever with diffuse problems 
and disorganized illnesses. If open easy access is to be maintained 
without rationing by appointment, practitioners need to see many 
patients fairly rapidly, relying on past personal and recorded 
knowledge to supplement present findings. They build up a jig- 
saw that will never be wholly complete when action is needed. It 
is in producing a compromise between balancing limited resources 
at the team approach is invaluable 
produce the maximum output 
n for the best benefit of the 


against limitless demand th 
working and communicating to 
with minimal formal organizatio 
patient. 


SOCIAL WORK IN GENERAL PRACTICE 


Joan Collins’ book Social Casework in a General Medical Practice 
covers a six month pilot survey in 1960 leading to 319 situations 
dealt with over the course of a year in a four doctor practice with 
9000 patients. The survey was conducted in Cardiff from the 
teaching hospital, with a six month evaluation and sponsored by 
the Nuffield Trust. The problems of attitudes were early revealed 
and the case for a social worker ina non-problem practice thought- 
fully made out. It was felt that of all consultations, 42% needed a 
specialist social worker, 33% an all rounder and 20% only 


practical help. 


In Barnstaple (also sponsored by Nuffield) a practitioner, Dr 


J A S Forman, invited a social worker, E M Fairbairn (1968) to 
join a six partner practice of 14 400 patients from 1963 to 1966. 
There were also attached latterly two health visitors and the prac- 
tice was well endowed with staf. A total of 409 patients was re- 
ferred (all but 41 by the doctors). The doctors and social worker 
benefited from a series of mutual seminars, especially as the social 
worker’s nearest colleague was 40 miles away. The need was dis- 
covered for brief notes, ‘telegrams, not letters’, and the benefit of 
a good relationship demonstrated by joint ig of Social 
Casework in General Practice with frank comments from seven 
doc isitors. . f 
= ie va aa T came a third fascinating pains- 
taking book Social Work in General Practice (Goldberg his jimms 
1972), describing a five year project from July, 1965, with a four 
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doctor practice and 9000 patients, in which 1352 episodes were 
dealt with for 1009 patients. The change in emphasis from a few 
long cases to more and fleeting contact was again discovered as was 
again the need for less writing and more speedy throughput. A 
total of 43% were dealt with in under three months and ten inter- 
views, but the door left open for return. The benefit of immediate 
crisis intervention and the alleviation of grief were both more 
feasible from practice. The high user problem clients were only 
71 in number, but consumed considerable resources: generally 
the bias was to women, the elderly and the lonely, all needing more 
help than perhaps the manipulative or the population at large. 

In all publications the wealth of material, the ease of entry via 
the practice, the quicker less formal tempo, the lesser writing if 
reporting by contacts, all became evident. In Worcester City 
every practice had attached a social worker till Seebohm and the 
process of learning was two way. Who should be referred and 
how? Confidentiality was never a real problem to me when social 
worker met doctor face to face. Cooper (1971) proposes four 
functions of social work in general practice: 

1 Assessors of social difficulties 

2 As links and coordinators with other agencies 
3 As casework therapist, and perhaps 

4 Sponsoring cooperation with medical care 

The Seebohm Report in July, 1968 recommended: 

1 Social service departments should make a determined effort to 

collaborate with local general practitioners and we hope the doc- 

tors also will so exert themselves. . . . 

2 That a variety of experiments in joint working now be 

started... . 

3 As soon as the doctors in a health centre or sizeable group 

Practice feel they want a social worker attached to be a member 

also of their team, the department should do all it can to meet this 

request. 

‘General practice today is in touch with a higher proportion of 

those who are in difficulties than any other of the social services 

ang it needs the full support of them all.’ 

oie maa rae general practitioners and the 

sive, the research na rape 1988), The evidence was impres- 

prised within the be, a ent, general practitioners (agreeably sute 
efits so far of the team approach) receptive. 
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Impact of Seebohm seen through practice eyes 


To those practitioners who were aware of Seebohm, most were 
vaguely in favour initially, but it rapidly became obvious that this 
was not a quiet topic for intellectual detached discussion, but a 
gut issue. Now that things are improving it is important that those, 
especially new entrants, who hope to work with practitioners who 
have lived through this phase, know something of the recent past. 
In an emotive subject it is only possible to give a personal view, 
which may be biased. Some medical officers of health were en- 
raged at loss of staff and the intrusion of a new rival head of 
department among local authority chief officers. Some psychia- 
trists were bitter over losing overnight skilled social workers and 
the disappearance of the mental welfare officer. To a lesser extent 
and later, general hospital consultants opposed the loss of medical 
social workers. At the same time as the new united social work 
profession was being born in an atmosphere of jealous suspicion 
of the newcomer, there were two bad fairies at the birth in the form 
of impending local government reorganization and the national 
financial crisis. Both hindered the metamorphosis and anecdotes of 
generic workers dealing with unaccustomed problems, and of the 
new middle management problems of team leaders, all supported 
the comments of those who had prophesied doom. The modern 
myth that education in management resolves all problems Te 
sulted in many workers going away for courses and : aie sa 
archy was imposed upon a personal service. The — of 
funds, the chronic starvation of capital, an pu an 
following decisions in child care and non-accidental injury, a 


lowered moral 
norale. F z N 
Looking forward, it will clearly take time for al =e ai 
to be qualified aad relevantly trained. In common with medicine, 


social work is a service industry of limited resources that = 
with national wealth. The financial problem of providing wat 
accommodation for the elderly, hostels for the na ya 1 
in the community, and housing for the ioe ATA pien : 
able, nearly impossible, task. Recruiting, barge ger’ om: 
paying sufficient social workers for the od = ae war 
seems daunting. Most practitioners look forwar atria te 
ment, especially with experiments to base social w g 


side practitioners. 
It has been suggested 


that the strategy of general social workers 
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in the community (possibly alongside the practice team), could 
be to refer occasionally to a few specialist social workers. The 
BMA Report (1973) on primary health care teams develops this 
view. Many doctors are uneasy over the hierarchy, especially if it 
means after ten or more years’ experience, the most talented social 
workers have to cease dealing with clients at the time their skills 
are maximal, to become administrators. It will be interesting to 
see how effective is a personal service administration using a 
bureaucratic model as opposed to the practitioner entrepreneur 
approach. Professor Joan Woodward (1971), the industrial soci- 
ologist, studying ability to innovate technological change in an 
industrial setting, is quoted as saying ‘unit and small batch pro- 
duction typically has a shorter hierarchy where no manager is very 
far from production work itself. This relies relatively heavily upon 
the production personnel themselves without administrative con- 
trol.’ General practice and social work are ‘unit or small batch’, 
not mass production, but general practice has no hierarchy, having 
an independent contractor status, whereas a social worker looks 
to a team leader to a district supervisor to a director at County 
Hall. Any attempt to marry at a grass roots level social workers 
and practitioners that do not recognize this difference, may lead 
to difficulties. 

More experiments are needed and it is only from a variety of 
these that the best range of solutions may be found. Even so, the 
answer for Soho may not do for the Scilly Isles. From previous 
experience, I feel many problems will cease to exist when social 


workers and practitioners with their team work alongside each 
other and are left to get on with it. 


COMMUNITY AND SOCIAL AGENCIES 


By focusing down upon general practice, the family care team and 
their relationship with the new social service professional workers, 
it is easy to ignore other organizations: clearly with single handed 
practices certain links even may influence the practice composition. 
A devout Jew or Catholic practitioner, the doctor to the local 
football team, doctors who are Masons, poets, or police surgeons; 
may all find their outside interests influencing the practice. The 
doctor will probably have educational and legal contacts; with 
these he may discuss the medical profession as being in a com- 
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promise situation between that of teaching, which has nearly a 
state salaried service, and the relative detachment of the legal 
profession from the state. It is of interest to study parent or client 
satisfaction with these methods of delivering primary educational 
or legal care. Discussing alternative models with professional 
neighbours, who are often patients, can be helpful in seeing the 
wood rather than the trees of professional organization. 

The most regular range of contacts are with the hospital and 
paramedical colleagues such as physiotherapists, dieticians, chiro- 
podists, radiographers, or occupational therapists, as well as with 
the three other independent contractors of the NHS, dentists, 
pharmacists and opticians. These links should be easily forged and 
traditional. The probation service used to provide sympathetic 
advice for minor problems with the law, put legal aid and more 


alternative counselling services have changed their emphasis to 
become more involved with court processes. In supportive work 
olunteers carefully selected 


with problem families, probation Vv 


have spread available resources further. 
The position of the church is more difficult to define; the 


devout regular church-going patient is probably in close contact, 
but the suddenly bereaved often welcome the vicar, even if only 
to discuss the funeral initially, leading to solace later. A personal 


knowledge of various religious leaders is helpful in deciding to 
suggest when a problem might be relieved through their ministra- 
tions, One can only marvel at the dedication and vocation of those 
and their families who heat the call to work for a pittance In an 


acquisitive society. 


Marriage guidan although amateurs, are well 


selected and probably more fully trained as counsellors than many 
Practitioners. Sometimes one of the couple may refuse to attend 
and this lack of motivation may suggest separation, not reconcili- 
ation. The Samaritans, in spite of the medical profession’s ambi- 
valence, have been accepted, but more fully as a sympathetic 
listener than as an accepted force in reducing suicide attempts or 
successes. With Alcoholics A the membership is wholly 
t their m 


person: and ye Beds i 
A, a eia them, especially for crisis inter- 
vention: even when dry, attending meetings tO help others seems 
to reduce relapse. 
Industrial contac 
respond constructively to a T° 


ce counsellors, 


ts can be revealing. Personnel officers can 
d case. In some situations 


sone! 
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where a housing list is a thousand long, it may be more honest to 
explain the limited value of the doctor’s note or that the additional 
points for a second baby will not guarantee rehousing from a slum. 

It is as well, when considering the diversity of agencies, to re- 
call the need for a range of practitioners. Some patients may pre- 
fer a clinical doctor excluding organic disease and not prying into 
their affairs nor interfering with their lives. Some, simpler and less 
sophisticated, look for parent figures who will direct them with 
authority. Others may prefer the anonymity of the agony column 
to the confessional of the consulting room. It can be dangerous 
and perplexing to change roles unexpectedly. If the doctor who 
usually argues, agrees, or the kind doctor is terse without being 
aware of the change, this can upset expectations. It is even more 
important not to use other agencies through laziness or ignorance 
or as a subtle method of rejection to evade a difficult or embarras- 
sing interview. Just as some doctors have many reference books to 
which they constantly refer, while equally good neighbours or 
partners rarely do so, use of other agencies are part of styles of 
Practice. However, the onus is on the doctor to evaluate all 
agencies he uses constantly as an appropriate referral if only 


because unfulfilled Promises of help may lead to worse problems 
landing back in his lap. 


FUTURE PATHWAYS IN GENERAL PRACTICE 
FOR COMPREHENSIVE PSYCHIATRY AND THE 
CARING COMMUNITY 


It is obvious from this account that a major feature of British 
general practice is its infinite variety. To the consumer it is well 
tried and basically unchanged since 1911 in a world fatigued by 
change, where bigger has often meant worse. To the Government 
it is incredibly cheap contract when for £3 to £4 annually per head 
a 24 hour, 365 day, primary medical care service is provided, even 
if the patient, as in a terminal illness, is seen over 200 times in a 
om This is contrasted with the extra cost to the NHS of over £10 
i bs referred to out-patients or £100 a week at least if 
Poi ee ag saved if the patient is cared for effectively 
Practitioner’s lial —— Son th ot 
without comprehending seg X aap mesg 

, es, social workers, psycholo- 
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gists, psychiatrists or administrators will not be able to integrate. 

In presenting the case it is easy to sound complacent. In general 
practice, recruitment nationally is bad, relying on women and 
Overseas graduates to boost statistics, and many who enter are 
poorly trained, especially in less popular areas. Britain is amongst 
the world leaders in three year general practitioner vocational 
training schemes (four selected hospital six month posts and 
twelve months in a special practice), but by 1977 when it will be 
mandatory, at least 1000 places are needed each year, and only 483 
exist in September, 1973. There is a danger that as groups become 
too big they can become impersonal and patients lose their doctor. 
As with all service industries, there are real problems in big cities. 
Above all else is the growing question that medical technical skills 
are developing rapidly. How can they be implemented into prac- 
tice through research and education but still retain the fundamental 
Personal pastoral touch? The Royal College of General Practi- 
tioners’ motto is ‘Cum Scientia Caritas’, epitomizing this dicho- 


tomy. 

The hospital has always dominate 
and in the National Health Service has absorbed disproportionate 
increases in finance and manpower. Junior staff have mushroomed 


and the National Health Service is dependent on overseas gradu- 
be conducted by doctors 


ates, so many psychiatric clinics may 
Whose everyday native tongue is not British. ‘Modern medical 
technology has a virtual unlimited capacity to consume economic 
benefits’ (OHE 1972). Hospital doctors, nursing officers, and ad- 
ministrators clamour for more resources. They have had little 
incentive to be cost effective to the community and reduce ad- 
ministrative proportional costs to the level of the old voluntary 
hospitals. Cynics point out vocationally trained doctors may refer 
more to hospital, so increasing the costs and perhaps audit of 
bear dividends. 


referral comparing rates with rival practices may DSS" Š 
ze practitioners for missing potential 


Psychiatrists may criticiz ; : Ae 
suicide or undertreating schizophrenia, but ie one ae 
(Johnson 1973 and correspondence) (Fry 1973) 3 Ming the ew 
ment of depression in general practice, it pr a me H 
not been ma iffering circumstances, as if a a's 
mdetogdineni egatta. Practitioners 


helmsman was giving advice at @ reservoir T 


s ante IW i e 
would like to know if psychotherapy is of any value? What is the 
ning senile dementia, other than 


most cost effective way of containing cae ae 
telling relatives there are no beds? Will the splitting of catchment 


d medicine in this century 
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areas into sectors to be the monopoly of one psychiatrist be more 
popular with patients? Will it enhance private practice and com- 
plaints? Will it be more effective in reducing the number of con- 
flicting relationships and integrating limited trained staff effi- 
ciently? 

Doctors discussing nursing lay themselves open to accusations 
that they hanker after the Victorian days when dedicated spinsters 
were more subservient to the medical profession. The married 
nurse, the shorter week, alternative less demanding careers, to- 
gether with medical progress, have strained the profession that has 
been restructured through Salmon. This has brought a hierarchy 
into the NHS that not all doctors admire, and ahead lies the hurdle 
of Briggs, which threatens to remove student nurses more from the 
wards to the classroom. Will they study Florence Nightingale 
(1859) and implement her advice on hospital noise, which is still 
a source of complaint by patients to practitioners? Working with 
general practitioners, many nurses have discovered a better outlet 
for clinical nursing combined with family education and instruc- 
tion. This can lead to more satisfaction with greater autonomy, 
but also less promotion prospects. 

It is even more invidious to criticize the social services, who 
are forming a closed profession as doctors did as long ago as 1858, 
but are also having to deal with reorganized local authorities and a 
deficit of resources. Above all, as stated before, there is a differ- 
ence of style comparing the independent contractor responsive to 
patients and local needs, remote from central government (as is 
the farmer who shows similar mixed blessings and propensity to 
grumble) with the salaried bureaucratic hierarchical service (Smith 
1970). When the Council of the College of General Practitioners 
meet, or the GMSC negotiators enter the Department of Health, 
all are like every other of 20 000 general practitioners. They are 
likely to be called out of bed, have to decide if the thirteen-yeat- 
old gets the pill, or worry if a patient’s loss of energy is due to 
obscure organic disease, endogenous depression, or guilt over 
infidelity. 
Pea 2 the community care? Are holidays abroad, faster 
sae olen o and tobacco more important than 
erialietie re e's | omes, or better family planning? Does : 
overpopulating it adi overconsuming, polluting “a 
painlessly? And ok Opes on modern technology to cure a 

if not, to relieve anxiety with the ultimate 
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successor to tranquillizers as Librium and Valium, as described in 
Brave New World (Huxley 1932) under the name ‘Soma’? The 
British NHS has been a brave attempt to equalize medical care so 
that a sick pauper in Worcester does not get less efficient medical 
treatment than a rich man in London. Cynics point out that it has 
been called the ‘Envy of the World’, but never flattered by imita- 
aluating today its assets and very real 


tion. It is important in ev: 
present problems are due to 


achievements not to recognize many 


financial malnutrition, not basic disease. 
The Future General Practitioner (RCGP 1972) working with a 


team approach, collaborating with social services and specialists, 


should be ideally placed in the NHS to give personal primary and 


continuing comprehensive care in the community if given the 


resources. 
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THE CONSULTANT’S ROLE 
AA Baker 


There are less than 900 consultants in psychiatry in England and 


Wales, and of these, a significant proportion are concerned with 
subspecialities such as mental handicap, child psychiatry, or foren- 
sic psychiatry. It is probable that about 600 consultants are in- 
volved with the ordinary run of adult patients needing the ser- 
vices of the consultant psychiatrist. Moreover, the way of life of 
these consultants will vary very considerably. Some will be work- 
ing in teaching hospitals, with a relatively light contact with 
patients, but a heavy teaching commitment. Others, perhaps, will 
be specializing in psychotherapy; therefore, in direct contact with 
far fewer patients than the ordinary psychiatrist serving an area. 
As extreme examples we could have the consultant psychoanalyst, 
involved in the formal analysis of, perhaps, a dozen patients in a 
year, while in some parts of the country, the consultant psychia- 
trist is responsible for serving the needs of a population of more 
than 100 000, and might well be in contact with more than 1000 
patients in the course of a year- Certainly the disparity in numbers 
of consultants available to a similar population in different parts 


of the country is not justified by differences in morbidity. 


At present the majority of general psychiatrists on appoint- 
providing their part of the 


ment will take the responsibility for r 
service to a population of some 70 000. This may be a clearly 
y with boundaries which co- 


defined geographical area, preferabl " h 
incide with Local Authority Social Work Services, to make co- 


ordination easy. In many parts of the country, however, the con- 
sultant will share an area with other consultants, each taking 
primary responsibility for some part, but perhaps, providing a 
more specialized service for some small groups of patients from the 


whole. 
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On appointment, the consultant’s first responsibility is to 
assess the needs of the population he serves, and relate it to the 
facilities at present available. He needs to consider the patterns of 
care which are possible in the system at the time, and also the aims 
to which he should work and the improved facilities which he 
should be requesting. His first responsibility, therefore, is to con- 
sider how to allocate his time between existing facilities, including 
the in-patient beds, day hospital, out-patient clinics and commu- 
nity service. He should also be willing to give time to planning for 
the future, and to influencing the leaders of the community in 
which he works. He should take stock of the interests of his col- 


leagues and see where he can add to the skills and therapies 
available in the area. 


Taking up a new post 


A new psychiatric consultant taking on a new post should make 
sure that he has discussions not only with his colleagues and the 
other professions in the hospital, but also with the local medical 
committee, the director and area leaders of the social work 
Services, the nursing administration responsible for community 
nursing and health visitors, and also contact with the relevant 
voluntary organizations. He should make sure that joint policies 
are agreed, and should then ensure that adequate records are kept 
so that the result of such policies can be reviewed. There is obvious 
advantage if there is a yearly review of such matters as admission 
rate, discharge rate, bed usage, waiting lists, out-patient attend- 
ances, domiciliary visits, visits to Local Authority homes, and 
other major factors. Such records should form the basis for a 


regular report to, and discussion with, the other professional 
bodies involved with patient care. 


Obviously, 
made available to ever 


sultant from his responsibility, to see every new referral to the out- 
patient clinic, every admission, and every long-stay patient, at 
Some point in the course of their treatment. 


The out-patient clinic is a vital area of work, and the consult- 
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ant has a considerable responsibility for its organization. He should 
ensure that all new referrals are seen within the week, and emer- 
gencies within 24 hours. Any delay in seeing new out-patients 
would suggest the need for additional clinics, or alternatively, re- 
viewing policies with the referring general practitioners. There is 
obvious advantage in the consultant undertaking some of his out- 
patient clinics in the larger health centres or group practices, 
which provide an excellent mutual learning situation for both 
general practitioner and consultant. The consultant psychiatrist 
should also consider the other areas of the hospital service where 
psychiatric patients arrive, particularly casualty departments, and 


should ensure that a psychiatric opinion is readily made available 
Since they will include some of 


for the patients presenting there. 
ould not be left 


the more difficult assessment problems, this task sh 
to junior staff. 

The same need for an expert opinion will be found with the 
‘overdoses’, of which there has been an epidemic in recent years. 
Any considerable increase in referrals, whatever the reason, 
should always lead the consultant to review the total problem of 
sources of referral. Some areas have found real benefit in the case, 
for example, of drug addiction and overdoses, where consultants, 
general practitioners, social workers and others meet to discuss 
the problem in general terms, and review such possible influences 
as prescribing habits, social clubs available, housing problems, 
and the availability of follow-up services. ae 

The consultant will also be expected to provide an opinion on 
patients already within the hospital service, on medical, surgical 


and other wards. In many general hospitals, particularly, perhaps, 
l has rapidly increased in 


teaching hospitals, this type of referral 
recent years. Just as the good houseman on the medical ward tends 
to ask for a wide variety of tests, SO he may ask for a psychiatric 
opinion to complete his ‘work up’ of the case. The end result of 

which is in short 


this may well be a diversion of psychiatric time, 


supply, to patients who are in relatively little need of such an 
hiatrist is having an increasing 


opinion. Where a consultant psy¢ 3 il : 
number of referrals from medical and surgical colleagues, < may 
well indicate a need to extend his teaching to junior me ical, 
surgical, and other staff, rather than simply accept an increase in 


the load of referrals. 
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Follow-up service 


The need to provide an immediate consultant opinion for first 
referrals in a wide variety of situations, from the out-patient clinic 
to the home, is essential, and should not be delegated to other, 
more junior, staff. The follow-up service, however, is another 
matter. It is obviously impossible for the consultant to follow-up 
every patient he sees, but his responsibility does lie in ensuring 
that some other member of the therapeutic team is involved in 
follow-up, and that where there are problems, these are referred 
back to the team as a whole. Some follow-up clinics can be under- 
taken by junior staff in training, as part of their experience, but 
there are advantages where other staff are involved in follow-up 
clinics, particularly nurses, but also in some cases, social workers 
and others. The decision on follow-up is often best taken by the 
team as a whole, rather than by the consultant alone, and it can 
easily be found that in the majority of cases, the patient is suffi- 
ciently well known to another member of the team, or has a good 
relationship with another member of the team, so that they are 
automatically the first choice for follow-up care. It is particularly 
important to ensure that known relapsing patients, or those who 
are known to fail to keep appointments or to maintain a relation- 
ship, are followed up by someone who will accept the responsi- 
bility for making fresh appointments, seeing the patient at home, 
or taking any other action that is necessary. The consultant may 
wish to undertake the follow-up for those particularly difficult 
Patients where others have failed, Many first referrals return, of 
course, to the primary health care team. 


Responsibility 
Some doctors, both general practitioners and consultants, con- 
sider that full responsibility for patient care lies with the medical 
profession. As noted earlier, doctors do have a prime responsi- 
bility for some aspects of patient care, particularly diagnosis and 
Prescription of medical treatments. The present reality, however, 
is that they are no longer responsible for nursing services or social 
work services, and can only arrange for nursing or social work by 
agreement with those professions. At present remedial staff are 
usually under medical control, but even here responsibility, as 
usually understood, is very attenuated. It is not possible for the 
ordinary consultant to monitor the day-to-day progress of every 
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patient in an occupational therapy or physiotherapy department, 
and in these departments effective responsibility lies with the 
therapist in charge. Many professional staff, therefore, now 
accept that just as patient assessment and the pattern of care is 
determined by a consensus, so responsibility for the total care and 
management of the patient lies within the team, rather than with 
any one member. 


Communications 


The consultant should ensure that there are effective communica- 
tions between himself and the other professionals with whom he 
works, and also, as far as he is able, to make it easy for the other 
professionals to communicate with each other. Communications 
are always best when they are undertaken in a face to face situation. 
Misunderstandings, inadequate information, and other failures, 
will always occur if communications by letter, telephone, or 
through third parties are the usual method. The consultant, there- 
fore, should make sure that he meets personally, at regular inter- 
vals, the nurse, remedial and social work staff in the hospital who 
are working with his patients, and should ensure that those groups 
of staff concerned with particular patients or groups of patients, 
have the opportunity to meet him for exchange of ideas, informa- 
tion and policy development. The same should occur in the day 
hospital setting, and he should take every opportunity to visit 
health centres, group practices and social work area offices, where 
he can meet other professional colleagues with whom he will 
share patient care. 

It is not enough to make it possible for communications to take 
Place. The consultant should be a willing listener, as he has as much 
to learn as he has to teach. He should make sure that meetings take 
place in an atmosphere that encourages free communication, 
Particularly of contradictory or unwelcome information, and 
Should also ensure that the subject matter is understood. There is 
no advantage to the patient if a ward meeting is conducted in 
terms of erudite psychodynamics which are largely incompre- 


hensible to the nursing staff, who have the day-to-day care of the 
Patient. 


Decision making and authority 


The consultant should decide on the site of treatment e.g. in or out- 
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patient. In many situations once a policy is agreed, the final de- 
cision can be left to other people. For example, once a policy 
decision has been reached that a patient can return home when 
symptom free, and will then continue treatment at the day hospi- 
tal, the actual day of discharge can well be decided by nursing 
staff, in consultation with the patient and his relatives. Similarly, 
where a patient has been supervised by a community psychiatric 
nurse, perhaps based on the day hospital, such a nurse should 
have authority to readmit the patient, if serious deterioration is 
found on a routine visit. Close liaison should be arranged with 
remedial staff, and here again, considerable responsibility should 
be vested in such staff, who should be able to try different tech- 
niques within their departments, or arrange for different forms of 
Occupational therapy to individual patients, within an agreed 
policy. Competent staff will always accept and use responsibility, 
and in any case, there is insufficient time for the consultant to be 
involved in every day-to-day decision in every ward or department 
where his patients may be. Sharing responsibility and delegation 
should be a deliberate act by the consultant, and not simply occur 
by default because he is unable to do everything himself. 


Teaching 


Formal teaching, in which one person lectures another, has be- 
come less popular, with the increasing recognition that in most 
teaching situations there is really a learning situation for both 
parties. The consultant may, indeed, be asked to give formal 
lectures on his subjects to colleagues, students, other professions 
and lay people. In general, however, there will be a greater benefit 
if formal teaching is limited and ample opportunity is given for a 
discussion involving all those present. 

The consultant should accept that a considerable proportion 
of his time would be given, deliberately or otherwise, to teaching 
and learning situations. As he cannot give much time to any indi- 
vidual patient, even though there are large numbers of patients in 
need of his skilled opinion, advice and attitudes, it is important 
that the consultant should ensure that all other professions, 
volunteers and lay workers generally, who are involved with the 
treatment of his patients, should meet him for an exchange of 
views, free discussions, learning about new techniques, and 
exchange of information on both sides. For example, there will be a 
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large number of elderly people in Local Authority Part III Homes 
who have varying degrees of depression, dementia, or other 
psychiatric symptoms. In the course of a year, the consultant will 
be able to see a small number of these, and will rely entirely on the 
staff of the homes to choose those in need of a skilled opinion. If 
the consultant can give some time to meeting the staff from all the 
homes in the area, and to open discussions with them, he will be 


able to influence the care and treatment of many patients, including 
king it more likely that those 


many he never sees, as well as ma: 
tely chosen. 


referred to him are the most appropria! 
Similarly, the consultant primarily concerned with psycho- 


therapy for the neuroses, should consider how far he should apply 
his skills in direct contact with patients, compared with how much 
more benefit there might be if he spent more of his time with 
general practitioners, social workers or nurses, helping and sup- 
porting these other professionals. The general practitioner, for 
example, will be treating ten Or twenty times as many patients with 
neuroses as ever arrive before the psychiatrist. 


Research 


more interested in undertaking re- 
ble to assume, however, that every 
rest, though this may well 


Some consultants are much 
search than others. It is reasona 


consultant will have some research inte’ gh 
vary from a very broad interest in the basic statistics of his own 


service and how these compare with other services, to those who 
are conducting careful comparisons of different patterns of care, 
to yet others who may be able to undertake carefully coordinated 
research programmes involving, perhaps, different forms of chemo- 
therapy, their physiological effects, their behavioural results, and 
sociological impact. The consultant should certainly encourage 
his junior staff, particularly those in training, to take a particular 
interest in some aspect of their work, and to consider the possi- 
bility that by concentrating On some feature and keeping T 
records, they may lay the basis for some very simple research and, 


perhaps, advance knowledge generally. At one sie a 
were commonplace, and at least introduced many kinds of staff to 
the use of statistics, and the com- 


the essential basis of research, } Ay 
plicated problems presented in attempting to answer apparently 


i i inning t 
simple questions. At present, however research is beginning to 
s the results of different patterns 


move towards attempts to asses 
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of care, the social implications of various forms of treatment, and 
comparisons between the results obtained by different kinds of 
staff in similar situations. The consultant should also ensure that 
other professionals receive full support and encouragement in 
developing their own research techniques. There is an urgent need 
for much more research on nursing, the nurse/patient relation- 
ship, and the possibility that nurses can undertake many of the 
forms of supportive psychotherapy usually undertaken by doctors. 
Similarly, there is an urgent need for research into the work of the 
remedial professions. Much of this research, however, can be 


discouraged or fostered by the consultant involved in the same 
team. 


Conflicts 


As noted in other chapters of the book, conflicts between the 
professions, or between members of the same profession, are not 
uncommon, and the consultant and other senior staff all have a 
responsibility for resolving these. For example, it is not uncom- 
mon to find significant disagreement between the general practi- 
tioner service and the social work service, and the consultant is in 
an ideal position to try and resolve these conflicts, to try and 
correct misunderstandings, and to provide opportunities for 
ventilation of problems and resolution of conflicts, in an atmo- 
sphere where concern for an improved service to the patient pro- 
vides the key to the situation. It is a common observation, 
however, that the consultant will have less success in resolving 
conflicts between himself and his consultant colleagues. Eminence 
as a teacher or diagnostician or psychotherapist, does not auto- 
matically provide the person concerned with either the insights, 
temperament or skills to resolve problems, often personality 
problems, between himself and his peers. Serious conflicts between 
consultants will inhibit the development of any service, and the 
consultant should be willing to accept help from other profes- 
sionals. As a rule, conflicts within a team working regularly 
together, tend to be resolved because of the necessity to come to 
regular day-to-day agreements on practical problems. It is the 
conflicts between two separate teams who meet rarely, or only on 
theoretical discussions, which are more difficult to resolve. 
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LEADERSHIP 


The consultant has a major leadership role in many situations, 
though not in all. He should take a lead in policy making and set 
an example of policy implementation, particularly in the case of 
difficult or potentially unpopular decisions. Because of his back- 
ground and seniority, he should take a lead in initiating the dis- 
cussion and implementation of new ideas, and may sometimes be 
the only person who can initiate contact with other organizations, 
particularly the general practitioner service. 

He should play a major role in the day-to-day decisions on 
patient care, and should give a lead in setting standards of dis- 
cussion and in the facing of difficult ethical problems. His leader- 
ship should help to produce an atmosphere of therapeutic 
optimism. It is essential, however, that he should encourage the 
leadership potential of other staff, should ensure that his own 
junior staff have the opportunities to develop their own leader- 
ship abilities, and should not take away from staff of other pro- 
fessions their opportunities in this field. There will be many 
situations where it is better for the therapeutic team as a whole to 
develop policies within which any one can use his initiative. As 
noted elsewhere, delegation of responsibility, as with leadership 
Opportunities, should be a deliberate act, rather than occur by 
default. 

There are, of course, many situations where the consultant 
cannot act as a leader, and may well cause unnecessary difficulties 
if he tries. The obvious examples are in the development of 
nursing policies or social work policies, which are now the re- 
Sponsibility of other professions. Although he cannot be the leader 
in these matters, he should be willing to play his full part in dis- 
cussion with those concerned, to ensure that medical needs and 
attitudes are understood. Having played his part in discussion, 
however, he should then accept the decisions which may be made 
by those professions, and support them, just as he would expect 


other professions to support decisions which lie primarily in the 
medical sphere. 


Committees 


All consultants will find themselves involved in some committee 
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work and some consultants will find a significant proportion of 
their time is spent on committees. 

Committee work can be tedious, time wasting and inefficient, 
or quick and efficient. Just as a consultant should give careful 
consideration to his out-patient clinic, the number of new and 
old patients he can see, his sources of referral and efficient dis- 
posal system, so he should consider the need for an efficient 
committee system. 

Although an effective chairman is vital, any member can play 
a significant part in improving the work of the committee. In 
particular, any member can help ensure that discussion keeps to 
the points on the agenda and is relevant to the decisions that have 
to be taken. The other essential is to ensure that items are not 
discussed unless all the information is available; failure to insist 
on the latter is one of the most common causes of endless waste 
of time. Another essential is the presence during discussion and 
decision making of those who will be concerned in implementing 
decisions. Most medical committees now recognize the need to 
include representation from nurses, social workers and others 


when discussing many matters concerned with patient care, both 
in and out of hospital. 


Review 


Lastly, in view of his senio 
should be the first to revie 
service, and the team or te 
should also review on a regu 
time. It is inevitable that a 
develop a set pattern of se 


rity and experience, the consultant 
w the policies and practises of his 
ams with which he is working. He 
lar basis the way he allocates his own 
busy professional man will tend to 
rvice, and others will adjust to this 
pattern. He may gradually develop his own particular interests and 
gradually exclude others. For example, he may have a particular 
interest in phobic anxiety states or the problems of presenile 
dementia, and in developing these will have an increasing number 
of referrals as his interest becomes known, and will, therefore, 
have less time for other cases. Another common situation develops 
where the consultant has particular skills with recent admissions, 
or alternatively, with longer stay patients, and gradually alters 
the pattern of his working week to the benefit of the one and the 
detriment of the other. As a leader in many situations, the end 
result of this can be that other professional staff, influenced by the 
consultant, also begin to give extra priority to some and neglect 
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others. Since all patients cannot have a model service, it is prob- 
ably inevitable that some patients do, indeed, have priority and 
others are relatively neglected. It is essential, however, that the 
consultant and other therapeutic staff should know how they are 
allocating their time, should make a conscious decision on pri- 
orities, and if some groups of patients are seriously neglected, 
steps should be taken to minimize the effects of this. For example, 
if the consultant cannot review all his long-stay patients at regular 
intervals, he should deliberately delegate this to other medical or 
nursing staff, should give them the authority to take action and 
make decisions on his behalf and should ensure that he gives 
sufficient time to training staff with delegated powers and sufficient 
time to discussion with them at regular intervals. 

The consultant should consider how far his own interests 
influence others. For example, a patient may go on leave from the 
hospital and have a disturbed weekend. To the consultant with a 
prime interest in physical treatments it may be reported that the 
Patient was restless and difficult and needed more tranquillizers. 
To the consultant interested in psychodynamics it may be reported 
that the patient is feeling very guilty because of disturbing the 
family. To the consultant primarily interested in family psychiatry 
it may be reported that the patient and his wife had a quarrel about 
the up-bringing of their eldest child, and that the patient’s wife 
would like to see the doctor. The consultant often strives to help 
others achieve insight. It is at least as important that the consultant 
should have insight into his own ways of working and his own 
attitudes, and should set an example by his willingness to review 

18 own practice. 


There are no references to this chapter. It is perhaps surprising 
that although there are many textbooks and articles on psychiatric 

lagnosis, psychiatric practice and varying methods of treatment, 
there have been very few studies on the role of the consultant and 
the allocation of his time, or on the different patterns of consultant 
work and workload. In America some consultants have moved 
well away from the traditional consultant role, primarily concerned 
with treating individual patients, and have become heavily in- 
volved in community care programmes, in which the prime role 
of the consultant lies in counselling other workers. There is, un- 

Oubtedly, a need for much more information and research on the 
Tole of the consultant in this country. 
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PSYCHIATRIC CARE OF 
CHILDREN AND ADOLESCENTS 


D Mel Scott, I Kolvin, EG Tweddle @ M McLaren 


The past decade has witnessed considerable movement in the field 
of child psychiatry. Those early, ambitious, long-term investments 
placed in the traditional psychoanalytic model of treatment were 
slowly seen, as time went by, to be yielding only meagre returns. 
With the establishment of a NHS in the UK, the economics of 
training and of treatment inevitably asserted themselves and were 
coupled in the sixties to a developing scientific approach to the 
investigation of children’s behaviour problems. The more recent 
result has been a quickening of interests and activities, both in 
hospital and community settings. Four main forces may be dis- 
cerned: firstly, the innovation of a range of treatment programmes} 
secondly, a stirring of interest in their scientific evaluation; 
thirdly, an expansion of training courses in an attempt to maxi- 
mize knowledge and skills, and finally an exploration of ways of 
providing comprehensive mental health services for children and 
adolescents. Such developments differ from area to area and 
naturally reflect the needs of the community in which the service 
is centred. In this chapter we propose to discuss the needs and 
demands of patients in the community and the services available 
to them, together with some of the obvious shortcomings. We 
shall then discuss the desirability of reorganization and the rede- 
ployment of personnel in the community, and finally we offer 
ee on two specific topics: current treatment methods and 
the training and organization of specialist staff working in day and 
in-patient settings. 
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PSYCHIATRIC DISORDER—PREVALENCE, 
INCIDENCE, SERVICE NEEDS, DEMANDS 


The prevalence rates of psychiatric disorder in the child popula- 
tion calculated by different research teams varies from 6:8% on 
the Isle of Wight (Rutter et al. 1970) to 17:9% in Newcastle 
(Brandon 1960). These constitute the end points of the prevalence 
spectrum with most authors reporting rates lying between the two; 
for example, levels of about 13% were reported by The National 
Child Development Survey (Pringle et al. 1966) and by research 
carried out in Wales (Chazan & Jackson 1971). Explanations for 
this variation have pointed to a number of factors such as differ- 
ences of definition, of method and regional response variations 
(Garside et al. 1973). At a conservative estimate we might accept a 
fair overall rate nationally to be in the vicinity of 10%—one child 
in ten. 

However, the demand for a service by the community always 
falls considerably short of the disturbance rates within the com- 
munity. It is essential to work towards a balance between needs on 
‘the one hand, e.g. severity of disorder, and demand on the other, 
e.g. attitude of parents and of community agencies such as 
general practitioner, school and social services. 

The long recognized association between educational failure 
and emotional disturbance must not be overlooked when attempts 
are made to estimate community needs. For instance, while 
Davie, Butler and Goldstein reported an overall maladjustment 
Tate of 12%, they found that at the age of 7 years 37% of children 
Were unable to read and that almost one half of these were deemed 
maladjusted. Looked at from the opposite direction, children 
with multiple symptomatology score significantly lower on tests of 
ability and attainment (Douglas 1964; 1968). In fact, the situation 
tay be even more serious. The Isle of Wight survey (Rutter et al. 
1970) has shown that the total prevalence rate for chronic and 
recurrent handicaps (intellectual and educational retardation, 
Physical handicap and psychiatric disorder) was 16:4%—one 
child in six. In fact, in parts of London where the same criteria 
have been applied, this proportion might even be doubled (Tizard 
1974), a most alarming rate, and it is unlikely that in the foresee- 


able future there will be adequate psychological or health services 
to meet such needs, 


H 
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Some would assert that all children with psychiatric disorder 
merit help. However, such a view does not take into consideration 
type of disorder, degree of severity or intractability, spontaneous 
remission rates, etc. Indeed, in one major research programme the 
authors addressed themselves to this issue specifically (Rutter & 
Graham 1966) and concluded that of those showing psychiatric 
disorder a third needed diagnosis and advice only, a third possibly 
required treatment and a third required definite treatment. More- 
over, demand is not simply equatable with prevalence, but is 
dependent, among other factors, on prevailing attitudes of parents 
within subcultures, on the policies of referral agencies in a particu- 
lar community and on the actual and perceived adequacy of 
provision. For instance, Rutter et al. (1970) demonstrated that 
only about half of the parents of psychiatrically disordered child- 
ren recognized that their children were disordered. Furthermore, 


of th 


few desired it, Fortunately there is evidence that even where 
facili 


Kolvin 
referrals by 


teported in Scotland (Hen 


the above figure it can be seen that referral rates in no way reflect 
incidence, but simply usage. 

In any attempt to pla 
adolescents, it is necessa 


as attending either child psychiatry units or 
A more recent Newcastle survey by 
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Morton and Kolvin (1975) showed that the overall new consulta- 
tion rate per 1000 population for adolescents at risk was 13-5, 
which reaffirms that at least 1% of the school population is attend- 
ing child psychiatric settings. As to the question posed by Rutter 
and Graham (1966) of whether the available services are dealing 
with the most deserving cases, Kolvin and Morton comment ‘We 
can only speculate that this is likely to be true too of disturbed 
adolescents, but this refers only to the tip of the iceberg, and the 
crucial question is: what about the remainder?’ 


The services: ratios and numbers of staff 


For historical reasons the child psychiatry services have had a dual 
base, namely, under the twin ministries of Health and Education 
with each providing staffing and day and residential facilities. The 
services developed under Health were essentially related to the 
hospital service and included out-patient clinics with appropriate 
day and residential facilities. There were parallel out-patient 
clinics under Education (child guidance services) with their 
associated facilities consisting of hostels and day and residential 
schools for the maladjusted. 

Committee reviews (Underwood 1955; RMPA 1960; 1965; 
Underwood & Summerfield 1968) and a report by Garside et al. 
(1973) have moved successively towards improved staffing recom- 
mendations for child psychiatric teams, whether hospital or 
community based. An agreed ideal ratio would be one psychiatrist 
to One psychologist, to two social workers. Unfortunately this 
aim has seldom been achieved so far. The numbers of psychiatric 
Personnel required for the UK have been variously estimated, 
most authorities attempting to ascertain either the size of popula- 
tion that a clinic team should serve or the number of personnel 
required for a population of defined size. The RMPA Committee 
(1960 and 1965) recommended as a realistic minimum one full- 
time consultant child psychiatrist per 200 000 general population, 
though more tecently both the tripartite committee of the Royal 
College and Garside et al. (1973) have recommended that an ideal 
€vel would consist of one consultant team per 100 000 general 
Population (approximating to a school age population of 17 500) 
Garside and colleagues point out that while over 1%, of this school 
Population is attending either child psychiatry or child guidance 
clinics, the Original estimates of need produced by the Underwood 
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Committee would be based on half that percentage. They on 
also that if the services were built up to more even levels throug - 
out the country with concomitant emphasis on quality, then 
almost 2% of children would attend for treatment. 

If just under a fifth of the total population is of preschool T 
school age, then it may be calculated that one clinic team woul: 
have the daunting task of trying to cope with up to 350 to 400 
child patients during any one year. This constitutes additional 
evidence in support of the notion that ideally one child psychia- 
trist at least is needed to cope with 100 000 population. It should 
be recalled that the Summerfield Report (1968) doubled their 
target objective for the educational service and have recommended 
one psychologist to 10 000 children. This implies two psycholo- 
gists per 100 000 general population, thus 1000 child psycholo- 
gists would be needed for England and Wales. This tallies with a 
recommendation of the Royal College of Psychiatrists Committee 
(1973) which proposed that ideally for a population of fifty million 
there should be 500 child psychiatrists for England and Wales and, 
at a realistic minimum, 375. Currently, there are under 200 full- 
time equivalents and little prospect of an increase of more than 25 
each year, so that without taking various forms of wastage into 
account it is unlikely that even the realistic minimal level will be 
achieved by 1980, unless the junior training grade continues to be 
expanded. This is the present unsatisfactory prospect despite 
evidence that over the past two decades there has been an overall 
dramatic improvement of staffing in the UK with each of the three 
main professional groups (psychiatrists, social workers and psy- 
chologists) more than trebling their numbers, while the patient 


population has more than doubled over the same period (Garside 
et al. 1973). 


Provision of facilities and their usefulness 
The provision of health facilities 
the UK is derived both from th 
National Health Services Act 19. 
based on National Health Servic 


for children and adolescents in 
e Education Act 1944 and the 
46. The resulting dual facilities 
e hospitals and on the Child and 

Family Guidance Services of the Local Education Authorities have 
given rise to some division of functions and consequent criticism. 
The past ten years have seen some deliberately destructive 
attacks on the Child Guidance Services, together with some care- 
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fully reasoned critiques. One of the most powerful critics is Tizard 
(1973), who asserts: ‘The Child Guidance Clinic, linchpin of the 
Child Guidance Service, is an expensive, ineffective and wrongly 
conceived institution. It is expensive in that the members of the 
team of psychiatrists, psychologists and social workers see very 
few children. It is ineffective in treatment and grossly insensitive 
to the needs of the community which it is meant to serve. It is 
wrongly conceived in that its clinical orientation causes it to pay 
only minor regard to the problems of the school, the teacher and 
the classrcoom—the major socializing agencies of the child with 
which the educational system is concerned, and the ones perhaps 
most open to change.’ In developing his theme, Tizard points out 
that the most convincing evidence of the value of the service is the 
increasing demand from those who have made use of it, and he 
goes On to question whether or not it really is a valuable service. 
In the first place, the number of cases seen is small, the waiting 
Period prior to the first interview is inordinately long, the intake 
of cases is confined to the younger age range, and scant attention 
is paid to the short working hours during which children and 
Parents are seen. He concludes that the rather cumbersome assess- 
ment followed by a full case conference is not economical in time, 
and may not be the most effective way of helping these children. 
At the best this treatment exists for a small number of children 
rather than providing a wider service which the community needs. 
Other, more general, criticisms point to deficiencies of treat- 
Ment services based both in local authority and hospital settings. 
In Particular the traditional tripartite team concept involving 
Social worker, psychologist and psychiatrist—the model imported 
automatically into the UK from the USA—has come under in- 
creasing attack in recent years. Some consider this concept has 
8ained an ascendance in too doctrinaire a fashion and when 
applied too widely leads to two or three professions carrying out 
the work that could be undertaken by one (Eisenberg 1969; 
arside et al. 1973). Another disadvantage is that the concept may 

€ Interpreted in too narrow a fashion, resulting in artificial in- 
uilt demarcations and professional jealousies which ultimately 
©Perate only to the detriment of staff and clients. Few child psy- 
chiatric settings have evolved a flexible range of services where, 
eae to needs, the client may perhaps be seen by a single 
-cum-therapist of whatever profession, or, on the other 

and, the family seeking help may be seen not only by the above 
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three key professionals but additionally by other specialists, such 
as hospital or community nurse, occupational therapist or 
remedial teacher. 

There are still further charges regularly levelled against the child 
psychiatric services. Some (e.g. Lewis 1965) have questioned what 
can be accomplished by intervention, while others have pointed 
to the absence of definitive evidence that most neurotic children 
develop into neurotic adults (e.g. Robins 1966). Then there is a 
series of studies (Shepherd et al. 1966; 1971; Levitt 1971) which 
purport to demonstrate that two-thirds of children improve 
regardless of treatment. 

One very topical theme is the relative importance of home and 
school factors in the perpetuation of problems. The preeminence 
of family factors and social class factors over ability in relation to 
educational achievement (Plowden Report 1967; Douglas 1971) 
leads one to speculate how far positive school influences can 
counteract the adverse effects of negative home influences. Wall 
a argues for the primacy of the home over the school in 
determining success and adjustment, and concludes that schooling 
Toa) serve to accentuate these difficulties. Schools are presented 
either with the problem of trying to get children to adjust to their 
standards, and thus may create out-of-school difficulties for them, 
site os of trying to get the teacher to tolerate differ- 
ps te ural norms. On the other hand, one reviewer (Wise- 

n ex Pritchard 1973) has been impressed by research evidence 
om of teachers’ attitudes and expectations on children’s 
senar A saa a = be focused on derermining 
thë schol ean. con r ute (Douglas 1971) and how muc 
meéting the child” erate. C owden 1967; Wiseman 1971) in 

Vi oe aap with an individually tailored programme. 
ai $ PS a suggested that whatever treatment is made 
Petteteduanted ee more often by social class factors, with the 
to get it, while pga dedi ia aaa = “a 
influenced by patients’ ial alice Ep E aA meei 
own personality (Pallin s ass and also by the psychiatrist’s 
Sheen ey Staffelmayr 1973). Garside et al. (1973), 
pe eda y — of health service delivery in New- 
SONE new Acer ag ae upwards social class referral bias both 
chotherapy. Yet ee ine ee le 
among children a dich. steep downward social class gradient 

maladjusted schools. They concluded 
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that the argument that lower social class families do not have the 
verbal facility to make use of traditional psychotherapy is too 
facile an explanation. They speculate that it is a combination of 
low social class and other indices of serious social and family 
disorganization which leads to intractable out-patient psycho- 
therapy problems necessitating special school placement. Never- 
theless they concluded that in the North-East of England at least 
the less well off section of the community, once referred, obtain 
a fair slice of the available treatment facilities. 


Reorganization and redeployment of personnel 


The dual provision for disturbed children in hospital settings and 
in local authority clinics, both with their multidisciplinary team 
approach, has recently in theory been administratively resolved 
with the passing of the National Health Service Reorganization 
Act (1973), which came into force in April, 1974, and which may 
be briefly summarized in the following statement: The philos- 
ophy of the change and thus the intention of the Act is that the 
health needs of the local community will be planned and provided 
for for the first time within a single organization. Local needs and 
Priorities will be sorted and planned in the context of national, 
Tegional and area plans. The hope is for the establishment of a 
network of comprehensive health services, which include both the 
community and the health service, and which will cater for the 
wide variety of acute and chronic disorders, whether requiring 
out-patient, day patient, or in-patient care, emergency or other- 
wise. The network of community services would need to comprise 
the existing statutory and voluntary agencies and would need to 
ave built into it degrees of formality and informality, ranging 
tom standard orthodox hospital care for seriously disturbed 
children tight through to self-referral walk-in clinics for adoles- 
cents. The whole range of services would need to be integrated 
with the services already existing in the community, such as social 
Service departments generally, including the care of children in 
community homes, probation departments, youth associations, 
educational psychology departments, school counselling services, 
Ste. ‘Close links should be developed with the child health ser- 
vices both in relation to primary care (general practitioners, health 
Visitors and district nurses) and to the hospital and specialist 


children’s service’ (DHSS Circular HSC (IS) 1974). 
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The acceptance of a community based child psychiatric ser- 
vice, which emphasizes a sharing of responsibility for suffering 
and deprived families by a variety of professional groups, neces- 
sarily implies an abandonment of the relatively fixed role structure 
within the child psychiatric field for those professions hitherto 
categorized as ancillary to medicine, chiefly social work, psychology 
and nursing. Traditionally the roles and skills of the PSW in the 
Child Guidance Clinic have been confined to taking a diagnostic 
history from the mother either by home visit or by clinic interview 
and to working with her throughout the child’s treatment. The 
aim of the psychiatric social worker has been to help the mother 
develop an understanding of the difficulties and to modify, if 
possible, her relationship with the child and, secondarily, attitudes 
within the family. For twenty years or so attempts have been made 
in casework to incorporate fathers in full treatment, but only in 
the last few years has this generally been recognized as important 
and acted on; much remains to be done. Family therapy and its 
extension conjoint family therapy, which assumes the inclusion 
of a cotherapist, of whatever discipline, in treatment, are be- 
coming both fashionable and appreciated, but centres of training 
are yet few. However, there is still insufficient evidence to suggest 
that this approach is going to be more effective than previous 
ones, 

The time, in fact, is now ripe for an expansion of social worker 
roles and skills with a comparison of their efficacy. Indeed, there 
have been some imaginative investigations (Reid & Shyne 1969) 


into the relative value of brief as opposed to extended versions of 


casework. Modern social workers see such roles as insufficient and 
view themselves as capable of being trained to make a contribu- 
tonta child and group psychotherapy, to behaviour modification 
in a social service setting, and, needless to say, to consultative 
work generally, Some such innovations have taken place in the UK, 
springing from leads given here by Skynner (1969) and Barnes 
(1973) and from North America by Satire (1964) and Epstein & 
Bishop (1973). 

We recognize that important advances are taking place already, 
anad are cheered by the enthusiasm shown especially by newly 
trained workers, but would at the same time emphasize the value 
of traditional multidisciplinary teamwork experience in coping 


th the unpredictable contingencies of clinic work. Another area 


needi ; ae 
eding development is that of guiding parents in specific areas of 
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child handling, since we feel that in the past inadequate attention 
has been paid to the importance of coaching parents to stimulate 
their children in the areas of play and language during the pre- 
school years. It is well known that the child from the culturally 
and linguistically deprived home is at risk for scholastic failure. 
However, this field of work is not specific to social worker, psy- 
chologist, teacher or nurse, but the relevant expertise should be 
developed in all these professions, especially in relation to under- 
privileged families (Bronfenbrenner 1974). 

In general we should like to emphasize that a one-year course in 
generic social work is, to our mind, quite insufficient for the com- 
plexity of demands made on staff after such limited experience. 
We would commend courses of longer duration which provide 
supervised experience and adequate opportunity for consolidating 
appropriate skills. Taking an overview of previous and current 
training in social work, we feel that there is a case for certain 
courses to be orientated entirely to specialist training or, alter- 
natively, there may be a need to learn from the medical model and 
complement generic postgraduate courses with advanced specialist 
training (Child Guidance Special Interest Group, 1972). Even so, 
We recognize that depth skills tend to be developed mainly by staff 
working permanently on a long-term basis as members of a stable 
team, 

As with the social worker, the psychologist’s sphere of activity 
has hitherto been unwarrantedly circumscribed since clinical 
Psychology in the UK has developed in very large measure within 
the controlling bounds of the health service, and the psychologist 
has had to struggle hard to avoid the restricting role of the mental 
tester which would otherwise have been forced upon him. There 
will never, of course, be a strong case in child practice for aban- 
doning the application of individual tests, as is currently the vogue 
in the adult psychiatric field, since a major practical contribution 
exclusive to the psychologist’s role is to identify, through cogni- 
tive testing, those abilities in children which disadvantageous 
circumstances at home and sometimes at school conspire to stifle. 

here will always be a heavy demand for the psychometric and 
Statistical expertise which the psychologist may bring to assess- 
ment and research problems in the clinic setting. These demands 
must not, however, be allowed to become so great as to prevent 
his developing therapeutic skills or responsibility, which is a 
tendency evident both in the child guidance and the hospital 
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setting, but is more evident in the latter. Fortunately, the growing 
demand for the application of principles of learning theory to 
behaviour modification in clinical practice and in the classroom 
setting and for a training of parents and teachers in the use of such 
techniques has automatically widened the psychologist’s sphere of 
influence over the past ten years. It is important that he should 
also take his place in the development of individual, family and 
group therapy techniques, as much in their practice as in their 
evaluation and assessment. 

A second area where traditional demarcations militate against 
the rational development of child psychological practice concerns 
the largely artificial division between the clinical and educational 
fields. The similarities between the school and hospital psycholo- 
gist are much greater than the differences, though each is com- 
monly handicapped by areas of inexperience, the clinical psy- 
chologist by little or no direct acquaintance with the school 
setting, his educational colleague by ignorance of the adult psy- 
chiatric field. Both are liable to commit outstanding blunders: the 
former who may advise parents on helping a reading retarded 
child without knowledge of methods employed in the classroom 
setting, the latter who may fail to recognize a psychotic illness in 
the parent of a disturbed child. Such inadequacies are likely to be 
repaired only by a restructuring of professional training courses, 
with an emphasis placed upon the application of psychological 
principles to the study of children’s behaviour in general, and by 
administrative moves to allow trained psychologists to pass 


through the artificial barrier separating local authority and health 
service practice, 


A third professional 
quires, and is capable of 


course in the Psychologica 
1974). We emphasize he 


team since her unique contribution will depend, perhaps more 


es that of any other member, on her own skills and interests 
a And may be called personal therapeutic style. This in relation 
© the overall treatment Philosophy of the clinic, its social organi- 
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zation and administrative structure, and, of course, the facilities 
and constraints of the working conditions. 

In our judgement many hospital settings have failed to recog- 
nize the important diagnostic and psychotherapeutic potential that 
lies inherent in traditional OT practice. Quite apart from super- 
vising the child’s experimentation with a range of creative materials 
and in so doing focusing his attention away from anxious pre- 
Occupations, the OT is in a position to observe, record and ulti- 
mately interpret a variety of attitudes, skills and response tenden- 
cies in her patient. She may well design for him a treatment 
programme arising from his own creative interests, and through 
interpretation she may relate feelings experienced by him in such 
activities to herself, to the other children sharing in that experience, 
and finally to the significant members of his own peer and family 
group. Her psychotherapeutic potential necessitates her direct 
involvement in all relevant management and therapy discussions. 
Indeed, the occupational therapist in the child psychiatric setting 
has advanced one stage further and has begun to write prescrip- 
tions about the types of play and activities appropriate to a range 
of psychiatric disorders in childhood (Jeffrey 1973). Thus we see a 
tange of functions from interpretative therapeutic work, whether 
in an individual or group situation, to applications of behaviour 
Modification as lying appropriately within the sphere of the 
trained OT, and beyond this we feel she should make her skills 
available on a consultation basis to paediatric wards and perhaps 
to community homes. 

Finally, the professional group whose role and function in the 
child psychiatric setting require an even more fundamental recon- 
sideration are the nursing personnel. It is self-evident that the tra- 
ditional supervisory, domestic and care-taking role of the nurse is 
now insufficient. We, in Newcastle, feel that we should accept 
nothing less than skilled professional management of children 
Whether individually or in groups. ‘In this way, nurses will cease 
to be psychiatric auxiliaries to other professionals, and become 
Specialists in their own right with professional standing comparable 
with that of other specialists in child psychiatry’ (Brown et al. 
1974). The objective of such training is to create a nursing special- 
ist or consultant capable of operating from a sound theoretical 
frame of reference, and functioning not only as a nurse practitioner 

ut as a consultant to a professional colleague and the general 
Public. We shall defer discussion of the methods we envisage 
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employing in restructuring the nursing role until a later section on 
training for residential care. It remains at present to touch upon 
some specific aspects of treatment in the school and clinic setting. 


SCHOOL AND COMMUNITY APPROACHES TO 
TREATMENT 


Schonfeld (1971) has pointed out that schools could play a vital 
role in psychiatric disorders of children in the areas of primary 
prevention, recognition and treatment. There appears to be such 
potential for intervention in the school that an action research 
programme at Newcastle-upon-Tyne is devoting its entire re- 
sources to exploring the redeployment of mental health personnel 
within schools. However, it is unlikely that such services would 
totally replace existing services but would rather constitute one 
part of a network of services which will continue to incorporate 
psychiatric and psychological out-patient facilities and, of course, 
a small number of special settings, e.g. hospital or hostel units and 
special schools. The question that would then face the health 
service psychiatrist would be: how much time should be devoted 
to conventional psychiatric work, and how much to consultant 
work in the community? There has been an advocacy of pro- 
grammes based on hospitals (Mumford 1971; RCP Document 
1974) and on Programmes based on educational settings (Sindos 


1970; Hudson 1971; Tizard 1974). The latter assert that education- 


ally based programmes, whether in school, college or university 
setting, would provide better op 


portunities for meeting young 
people. There is as yet inadequate knowledge and experience to 
support any dogmatic policy concerning the organization of such 
services. Our research attempts in the Newcastle-upon-Tyne area 
has led us to advocate experimentation with a two-pronged service 
base. Firstly, the function of the psychiatrist in a community 
based service could mainly be that of a consultant to other profes- 
sionals accepting mental health roles (educational counsellors, 
year tutors, psychologists, social workers), chiefly those con- 
cerned with behavioural adjustment in remedial classes and in 
special classes for unmanageable or maladjusted pupils. Secondly, 
within the hospital based services, the consultant would accept 
full tesponsibility for the treatment of the more severely disturbed 


children and adolescents. Whatever the different models of ser- 


Psychiatric care of children and adolescents 227 


vices in different areas of the country, it is essential that these are 
comprehensive and integrated both with hospital and community. 
School and community approaches are currently receiving 
attention on account of some cogent criticisms of the traditional 
forms of treatment. For instance, Tizard (1963) points out that the 
comment by Vernon made in 1964 still holds good, namely, 
‘Long-term psychotherapy is not helpful, and naive counselling is 
often as useful as other forms of therapy. There is some modest 
evidence that short-term psychotherapy, drug treatment and con- 
ditioning techniques can, within limits, be effective forms of 
treatment for child psychiatric disorders if correctly employed for 
the right type of patient.’ It may be that for some types of problem 
behaviour, different approaches, such as the manipulation of 
classroom situations, may be more effective than traditional psy- 
chiatric methods; that drugs in child psychiatry have only limited 
usefulness; that remedial education, though often still disappoint- 
ing in its outcome, offers at least a direct approach to the child’s 
scholastic difficulties, and, finally, that behaviour modification 
techniques offer promise in eliminating specific and circumscribed 
behavioural problems. He concludes: ‘These important exceptions 
apart, my own view of the success of individual treatment of 
maladjusted children is a pessimistic one. Psychotherapy, play 
therapy, and other forms of individual therapy based on dynamic 
belief have not proved successful in practice. Changes in children’s 
behaviour are consequences either of growth (as every wise GP 
and teacher knows), or, more immediately, they occur as a re- 
SPonse on the part of the child to changes in his environment. 
here there is no growth, and no environmental changes occur, 
the counsellor is unable to cure.’ He concludes that what the 
Counsellor can do is to undertake the very important support of 
‘stening and giving advice. He further stresses that there is only 
slight evidence that prompt remedial treatment in infancy or early 
childhood will prevent later psychiatric breakdown. It is only 
When there is a marked change of environmental circumstances 
that children tend to respond (Clark 1968). Similarly, when cir- 
cumstances deteriorate, behavioural development also suffers. 
Tizard’s solution is to look for ways of helping a large number 
of children, possibly at classroom level rather than to seek an 
individual therapeutic solution. He favours an examination of the 
Operant approach to treatment, pointing out that operant theory 
as been described by Hildegard as ‘a few simple theoretical ideas: 
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that behaviour starts at an operant level, is furthered by — 
ment, is weakened by extinction and not controlled very we T 
punishment’. Tizard points out that these are simple but powerfu 
principles with a sound theoretical basis and drawn from a large 


amount of laboratory work. Thus they are of great potential 
value to teachers. 


Individual psychotherapy 


Despite increasing behaviouristic attacks as cited, individual psy- 
chotherapy is still extensively used both for children and adoles- 
cents. While techniques with children and adolescents differ, there 
remain many areas of overlap and the therapist has to acquaint 
himself with the variations. Some consider that the immaturity of 
the adolescent’s ego structure militates against individual depth 
therapy. Others consider from their experience and improved 
techniques that this is feasible, while others consider that prob- 
lems can more tealistically be coped with through the use of con- 
joint family therapy. Although many therapists still consider that 
the idiographic past is of fundamental importance, a greater ome 
phasis is more and more being placed on the here and now (Sulli- 
van 1965; Schonfeld 1971), 

Owever, many preadolescents and adolescents may reject 
individual psychotherapy because they view the therapist as a 
representative either of their parents or the establishment. Unless 
One inspires trust and confidence that the exercise will be confi- 
dential, the patient may participate very reluctantly or not at all. 
For such reasons conjoint family therapy may be the treatment of 
choice, but on occasions the only way of keeping the youth in 


treatment may be by treating the parents separately using the tra- 
ditional child guidance model. 


Group and conjoint family therapy 


Children and adolescents are sensitive to social pressures and will 
often more easily modify their behaviour and attitudes in such 
Situations, Small gtoups catalyse the process of bringing problems 
to the surface, which allows the identified patient to appreciate 
that he is not unique. The following variations in groups may 
regularly be identified: 

1 Circumscribed situ: 


ation-specific groups, e.g. peer groups in 
hospital units, schools 


» community 


Psychiatric care of children and adolescents 229 


2 Problem orientated groups, e.g. delinquent or phobic children 
3 Confrontation and encounter groups (which are often inade- 
quately organized and supervised) 
4 Group counselling of the parents, for example, parents of in- 
patients 
5 Conjoint family therapy. This allows the identification of the 
sick members of the family and permits a modified form of psy- 
chotherapy affecting all members, which is often essential to im- 
provement in the identified child patient. Schonfeld has enumera- 
ted some variation to this, viz: 

a Family crisis therapy (Langsley et al. 1968) 

b Family home therapy (Brown 1962) 

c Multiple impact therapy (MacGregor et al. 1964) 


Behaviour modification and pharmacotherapy 


Both of these are symptomatic forms of treatment and as such do 
Not necessarily change established patterns but rather attenuate 
disturbance and thus facilitate psychotherapy, education and 
Socialization. Behaviour modification techniques have now been 
used with some conspicuous success in programmes for the 
Mentally retarded (Staats 1970), in delinquency programmes 
(Krasner 1969) and in schools (Becker et al. 1967; O’Leary et al. 
1969). Practitioners hope, of course, that the conditioned behavi- 
Sur will become self-sustaining, but the key questions that remain 
to be answered are whether change persists after treatment ends, 
whether each item of undesirable behaviour has to be removed or 
whether improvement in one sphere may extend to another 
(Kolvin, Garside & Whitmore 1975). 

Some consider that behaviour modification techniques provide 
Nurses in particular with opportunities for making a major con- 
tribution to improving the mental health of children with serious 
Psychiatric disorders. In fact, these techniques may be even more 
appropriate for nurses than for other members of the child psy- 
chiatric team, since nurses focus less on causative factors but have 
to make immediate decisions how to manage behaviour in here 
and now situations. Indeed, most trained nurses, or for that 
matter most child care staff, intuitively use behaviour modification 
techniques of an operant type with positive and negative rein- 
Orcement or encourage modelling of socially acceptable patterns 
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of behaviour, while desensitizing the child to previously anxiety- 
provoking stimuli. How much more effective would this be if it 
were undertaken consistently and systematically utilizing more 
sophisticated techniques of shaping, fading and modelling. 


DAY, RESIDENTIAL AND COMMUNITY 
FACILITIES IN THE UK 


In the UK day and residential facilities for children and adoles- 
cents may be provided by (a) educational services, day and resi- 
dential maladjusted schools, (b) social services, family group homes, 
community homes, (c) health services, day and in-patient units, 
(d) forensic (correctional) services, (e) combinations of these. Over 
the last twenty years there has been a broad consensus of recom- 
mendations about hospital bed provision (Garside et al. 1973). 
This has been in the order of about 25 to 50 beds per million of 
the population of children and a similar quota for adolescents. 
Provision at the upper end of that range would accommodate 
those seriously maladjusted or mentally ill children who require 
long-term treatment. So far these targets have been least well 
achieved in relation to adolescent and psychotic children. Esti- 
mating from the recommendations of the Underwood Committee 
(1955), and from the figures provided in 1960 by the Department 
of Education and Science, Garside et al. (1973) calculate that at 
least 350 special educational places for maladjusted children 
should be provided per million of the general population. If to 
this is added fifty hospital places it would appear that a total of 400 
day and residential places could be considered as a sensible mini- 
mal target for the next decade. They do, however, caution that 
these are minimal figures since expectations and demands of both 
Parents and schools will rise as facilities increase, and since 
furthermore a large percentage of children who previously were 
candidates for correctional schools (e.g. approved schools) ate 
fundamentally maladjusted and require psychological management 
and education rather than mere detention. 

A series of authorities has now recommended high nurse/ 
child ratios in hospital units in the order of 1 to 1 (Ackral et al. 
1962; Wardle 1970; Brown et al. 1974), since these units are 
expected to cope with the most seriously disturbed children. 
Staff/child ratios of a lesser order have been recommended in 
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relation to schools and hostels for maladjusted children (RMPA 
report 1966). 

While it is relatively easy to obtain basic statistics for hospital 
units it is extraordinarily difficult to obtain adequate information 
on special educational treatment for maladjusted children. A 
recent survey (Lansdown 1974, personal communication) reported 
that a very small percentage of schools responded to question- 
naires circulated. Such information as has been obtained by the 
RMPA (1966) does not always inspire a high degree of confidence. 
Firstly, there was the impression that a number of children are 
sent to such schools not so much for the benefit they are likely to 
receive, but in order to remove them from a damaging environ- 
ment. Secondly, it is reported that the psychodynamics within 
these institutions could at times be only dimly perceived. As far 
as we can ascertain there have been only two major attempts to 
undertake adequate studies of children attending such schools 
(Roe 1965; Kolvin 1974). 

A judicious balance needs to be achieved between the develop- 
ment of day and in-patient services, both within and without 
hospitals, on the one hand and a range of out-patient facilities in 
the community on the other. This is especially true in the case of 
services for adolescents. Child and adolescent psychiatrists must 
in the future be prepared to review objectively the organization of 
Services, their own management and their therapeutic techniques. 
Adequate action research will be necessary to investigate current 
inadequacies in health care delivery in abolishing waiting lists and 
1n reducing areas of inflexibility and inefficiency resulting from the 
mechanical application of the traditional teamwork approach. An 
allied criticism concerns the continuing wasteful maintenance of 

plicated child guidance and child psychiatric services in spite of 
the memorandum by the RCP (1974) on child psychiatric services 
deploring this sometimes redundant division of function. If a 
Comprehensive community service can be developed, then special 
Skills can more appropriately be utilized. There is sufficient work 
for all disciplines within a comprehensive service, and no need for 
Testrictive practices, Such a service should facilitate a free flow of 
cases to consultants, whether social work, psychological, medical 
Or nursing, according to their special skills in assessment, diag- 
nosis or treatment. It would also allow individually tailored thera- 
Peutic programmes to be developed side by side with joint pro- 
rammes to suit the needs of particular groups. While at the 
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present time treatment programmes are determined almost en- 
tirely by the theoretical predeliction of the therapist, we hope that 


in the future they will be partly shaped by findings from opera- 
tional research. 


Roles and training staff in a residential unit 


The training of residential staff is closely allied to the expansion of 
residential places for children and adolescents. The psychiatric 
bed needs for children and adolescents has been estimated as being 
in the vicinity of 4000 (Ackral et al, 1968). 

If it is accepted that the nurse/child ratio needs to be in the 
vicinity of 1 : 1 for such facilities, then there is much training to 
be undertaken. Some may consider that this ratio is high, but as 
Haldane et al. (1965) point out, such an overall staff/patient ratio 
allows at best a nurse/patient ratio of 1 :3 by day and 1:6 by 
night. However, during the day, this is further buffered by the 
availability of other therapeutic personnel, whether teachers, 
occupational therapists or child care workers. 

In 1970 there were about 1100 day and in-patients being cared 
for in psychiatric units by over 800 nursing staff (Wardle 1970). 
Unfortunately, only 38% of these nurses were registered and few 
had any special qualifications, This has led to a variety of hospitals, 
colleges and universities initiating training schemes, but there re- 
mains a serious shortage of trained staff, and this will continue 
until training schemes have been fully established. Some schemes 
focus on training senior or experienced staff, while others aim 
their sights at junior and untrained staff. In Newcastle an expeti- 
mental course has been Organized, initially supported by the 
Nuffield Provincial Hospital Trust, which has trained a large 
number of senior staff (Brown et al. 1974). 

; The Joint Board of Clinical Nursing Studies has been estab- 
lished to plan curricula, monitor standards and accredit new Of 
established Postgraduate training schemes in the psychological 
management of children. What needs to be emphasized is that 
ere are, at present, few adequately qualified nurses to act aS 
clinical instructors and tutors. Whatever trained nurses are 
available should, therefore, be closely involved in training an 
teaching. We believe such training functions are best carried out 
in departments with highly trained multidisciplinary teams who 
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are experienced in collaborating in the handling of the full range 
of clinical contingencies. 

As in other branches of psychiatric care, the lore and traditions 
of training die hard. For instance, some believe that only nurses 
trained in the adult psychiatric field are suitable candidates for 
work in child psychiatry, while others feel that such staff have 
actually been conditioned to act inappropriately in relation to 
children. Similar unwarranted prejudice has been expressed 
against the nurse trained in paediatrics, subnormality and in 
general nursing. Brown and colleagues (1974) have expressed the 
Opinion: ‘Such personal views are dependent upon the training 
and preconceptions of their proponents. The truth, in fact, is that 
we do not know. Our experience leads us to believe that none of 
these Preconceptions has so far proved to have any general 
validity.’ 

The professional background of the caring staff has recently 

€come an issue; debate is raging as to whether the nursing pro- 
fession is the most appropriate to care for psychiatrically disturbed 
adolescents in hospital settings (Berg 1971). However, Brown et al. 
are of the view that there are serious and specific child psychiatric 
Problems which necessarily call for nursing assessment and action, 
and are highly critical of reliance on mere intuition and in-service 
‘taining. They consider that the solution lies in providing further 
training both in theoretical and practical aspects, since the ac- 
quisition of skills simply through trial and error management of 
Patients is patently foolhardy and retrogressive when an increasing 

ody of knowledge about the theory and practice of modern 
Methods of management and therapy is being developed. They 
furthermore deny that residential child care training alone would 
Suffice, In conditions with a serious medical basis, the staff con- 
cerned would not have the necessary expertise to cope with 


pI ârmacotherapy or relevant technical therapeutic nursing pro- 
cedures, 


Skills of nursing staff 


is changing roles and developing therapeutic skills of nurses are 
‘ early instanced in the writings of Surek who, in 1944, reported 
ee he viewed the nurse as a daily supervisor with child care 
et whereas in 1956 he reported that he recognized an im- 
ae therapeutic role. By 1974, from the account of the Joint 

and other reviews (e.g. Kolvin 1973), the full therapeutic 
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role of the nurse has been appreciated. Nevertheless, it must be 
admitted that such a role has sometimes received only qualified 
support (Churchill 1967). To Brown and her colleagues the prime 
issue is not whether psychotherapy is a suitable undertaking for 
a child psychiatric nurse, but rather which nurses are suitable for 
psychotherapeutic training. They state that such training must 
inevitably develop, otherwise highly trained nurses will become 
dissatisfied with their limited role in the multidisciplinary team. 
While one child psychiatric department has reported the inno- 
vation of home visiting by a nursing staff prior to admission 
(Haldane et al. 1971), another group (Brown et al. 1974) consider 
that this should be extended to the after-care service. Clearly such 
individual continuity of care on a one to one basis could not be 
that nurse’s only function, for the exercise would then become 
uneconomic. Brown and colleagues report that total care, as 
practised by the nurse would have to take into account a whole 
series of factors within the patient, family, culture, etc. They 
conclude that such a progress would be doomed to failure unless 
there were a free flow of communication within the multidisci- 
plinary team, and extending beyond it to the general practitioner. 
Amid the movement and changing patterns of child psychi- 
atric care, there can be little doubt that nurses are fundamental to 
the management of cases on an in-patient basis. In 1963 John and 
colleagues described the seven main skills which the psychiatric 
nurse should possess—skills in the area of basic nursing, technical 
Pome Occupational and recreational activities, communication 
Se pw etvation. Ten years later the Joint Board 2 
iting Acct Ae (1973) described skills related to maw 
pap a ele Sri of children, emotional well-being, 
oa aa ing, the application of group and sociotherapeutic 
‘dues, coordination, cooperation, communication skills, 
management, administrative and teaching skills. While these 
oa nit i ile += poe extent, it is clear that the s 
dan aniaya À Ma ge psychiatric nurse as being much Me = 
example, John and i m nela some L0 years before: A 
of the an a colleagues failed to underline the significanc 
her therapeuti Parent surrogate in the care of children and his 
Peutic role in the home as well as hospital. In many ° 


the treatment situation 
s, th i y ie oe 
(HMSO 1968; Kolvin 1973), tiation 
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We have already commented that we see as essential the intro- 
duction of the nurse into a variety of therapeutic ventures, such as 
behaviour therapy and group therapy, and, as in adult psychiatry, 
it has now begun to be appreciated that the child psychiatric 
nurse must develop a major role in the community accepting a 
consultative function in relation to other colleagues in the caring 
Professions. Indeed, in one area of the North-East of England this 
'nnovatory step has already been taken. 
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CARE OF THE MENTALLY 
HANDICAPPED 


K A Day 


Mental handicap is best defined as impaired social competence 
associated with subaverage intellectual functioning which has been 
Present from birth or early infancy. The mentally handicapped do 
not form an homogeneous group. Traditionally they have been 
divided, in terms of IQ score into the severely handicapped with 
IQs below fifty and the mildly handicapped with IQs between 
fifty and seventy; a borderline group (IQs seventy to eighty-five) is 
also defined. There are just over a million mentally handicapped 
People (as defined by IQ score) in the UK, of whom 120 000 are 
Severely handicapped. About 60 000 are in residential care mainly 
in subnormality hospitals. 

The severely handicapped are unable to live independently; at 
est they require a considerable degree of supervision in their daily 
life and many are totally dependent upon others for even their 
Most basic needs. The condition is largely pathological in origin 
and there is a high incidence of associated physical handicap in- 
cluding motor, speech and perceptual defects and epilepsy. Many 
are multiply handicapped. 

n contrast the mildly handicapped are able to exercise full 
self-help and have varying levels of social, educational and occu- 
Pational skills and abilities. They may require some degree of 
Supervision in order to function effectively and sometimes special 
educational facilities and a sheltered living and working situation. 
Ost cases are thought to be due to the normal biological variation 
the distribution of intelligence and although a number suffer 
Tom epilepsy they rarely show any other gross physical defect. 
he correlation between IQ and social competence is high in 

vere handicap but in the mildly handicapped personality defects 
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and social and other factors play an equally if not more important 
part than intellectual level in determining the need for special 
care. Less than a quarter of the people in this IQ range are re- 
ceiving services. 


CHANGING CONCEPTS 


There has been a radical change in approach to the problem of 
mental handicap in the UK during the past two decades. The con- 
cept of mental handicap as an illness and the associated asylum 
principle of care which have shaped the development of the 
Present services are being increasingly challenged. Surveys of sub- 
normality hospital populations have revealed that over half of the 
residents have no special medical or nursing needs and that as few 
as 10% or less require active and skilled medical and nursing care 
on a day-to-day basis (Tizard 1964; Pilkington 1966; Leck et al. 
1967; McKeown & Teruel 1970; Donaghue et al. 1970; Williams 
1971; Browne et al. 1971 ). The antitherapeutic effects of long-term 
institutionalization have been convincingly demonstrated (Barton 
1959; Brown & Wing 1962; Tizard 1964) and psychological re- 
search has shown that the mentally handicapped as a group have 
a much greater capacity for social and occupational training than 
has hitherto been appreciated (Clarke & Clarke 1965; Gunzburg 
1966; Mittler 1970; Baranyay 1971). 

The traditional concept of segregated care in a hospital setting 
is being replaced by the concept of care in the community, there 
has been a shift of emphasis from the passive custodial approach 
to active training, education and rehabilitation and away from un- 
Necessary shelter and protection towards the provision of oppor- 
tunities for the mentally handicapped of all ability levels to live as 
independently and normally as possible. 

This is occurring as part of a world wide change in approach to 
the care of the mentally handicapped. Denmark and Sweden have 
made a major contribution to the formulation and expression O 
this new philosophy and are well in advance of other countries in 
realizing its objectives (Grunewald 1969; Danish National Services 
for the Mentally Retarded 1969; Day 1974; 1975). The services 
they have developed have already had a marked influence upon 


thinking in this country and serve as a guide, if not a model, for 
future developments, 
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In both countries the traditional medical model of care has been 
replaced by a social model in which the mildly handicapped live as 
an integrated subgroup in sheltered conditions within the com- 
munity and a substitute home environment is provided for the 
severely handicapped. Education and social and occupational 
training have replaced medical and nursing care and the emphasis 
is on providing a normal life style with residential and occupational 
facilities resembling normal situations as closely as possible. Each 
country has established a single national service responsible for 
every aspect of care with services in each region jointly ad- 
ministered by a medical director, a director of education and a 
director of care, whose background and training is in social work. 
Medical involvement is limited to meeting clinical needs and re- 
sponsibility for residential care, social and occupational training 
and family counselling and support rests with multidisciplinary 
teams of social workers, psychologists and members of the 
temedial professions. A new caring profession has been created to 
fulfil the role, along with teachers, of primary therapists. 

Changing concepts call for changes in attitudes, a redefinition 
of roles and a shift in traditional relationships between the con- 
cerned disciplines. The role of the doctor is constricting and 

€coming more closely confined to meeting special medical and 
Psychiatric needs whilst that of the psychologist is extending from 
assessment to care and training. The remedial professions find 
themselves acting more in a consultative capacity and less as 
Primary therapists and the role of nurses and teachers is expanding 
at the level of primary care. In such a process all disciplines need to 
Telinquish some of their autonomy, some have to accept unac- 
Customed responsibility and others learn to delegate. 

These changes are having a profound effect upon subnormality 
nurses who are becoming increasingly involved in work not tra- 
ditionally regarded as a nursing responsibility. They are required 
to carry out a variety of psychological and other non-medical 
management techniques and must be counsellor and therapist as 
Well as nurse and parent surrogate (O’Toole 1972). Their role is no 
Onger confined to the hospital setting and they are becoming 
actively involved in community domiciliary services. 
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MULTIDISCIPLINARY APPROACH TO 
ASSESSMENT AND CARE 


Mental handicap is a complex social, educational and beter 
problem. The mentally handicapped person has many di ae 
needs and throughout his lifetime his care will be shared by on 
individuals spanning a wide range of disciplines. Responsibi = 
for the provision of services rests with paediatric departmen i 
education authorities, social service departments and Di 
lity hospitals. At any one time a large number of people are li al 
to be actively involved in providing care. The severely —. 
spastic paraplegic child with epilepsy, for example, will eer 
the skills and expertise of the nurse, the teacher, the ee 
therapist, the speech therapist, the paediatrician and the ort “2 
paedic specialist. The social worker will be involved ane ip 
family and the clinical psychologist in the design of self-he' 
training programmes. 

The inne of fragmentation with loss of sight of the ee 
problem and overemphasis of a particular aspect, such as d 
physical handicap, is a very real one which is further exaggera w 
by the nature and organization of present services. Close ia 
and teamwork are required to properly coordinate the i pes 
and to develop a balanced programme which will maintain co 
sistency and ensure continuity of care. to 

The multidisciplinary team approach has evolved in signed 
this need. The team should include all the professionals aute y 
and potentially concerned in the care of a particular handicapp® 
individual. Its composition will 
cumstances but it wou 
psychol 
the nur: 


of course vary according to ge 
Id normally include a social worker, 
ogist, a doctor, members of the remedial professions ae 
Se, teacher, industrial trainers and residential care staff w. 
are responsible for day-to-day care. g ith 
The care of each mentally handicapped individual begins Ká ; 
a comprehensive assessment of his needs. This forms the basis as 
the management plan. The aim of assessment is to build up 
complete a picture of the individual as possible, his assets = à 
deficits, potential for further development and any special pro 
lems. It must include a full medical history and social es 
and detailed data on current functioning including ee 2 
abilities, social, educational and occupational capacity, persona me 
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features and the presence of physical defects, mental illness or 
behaviour problems. It is essential that this information together 
with the management plan and subsequent progress is properly 
recorded and readily available to all concerned in care. A detailed 
typewritten report from each discipline is preferable to the use of 
a single standardized form. Periodic review is necessary to monitor 
Programmes and check progress, the frequency being determined 
by the particular needs of the individual. 

Although many different individuals contribute to assessment 
and the formulation of the management plan it is neither desirable 
nor practical for each to be concerned in its implementation. The 
mentally handicapped person, because of his limited learning 
capacity and adaptibility, requires a degree of consistent handling 
that can only be achieved by restricting the number of people 
directly involved in his care. So far as is possible a composite 
Programme should be channelled through those responsible for 
day-to-day care, like parents, teachers, nurses, etc., other members 
of the team acting in an advisory and monitoring capacity. The 
Personal attention of the physiotherapist or psychologist will be 
Tequired for certain highly specialized techniques but the major 
content of training programmes consists of procedures which can 
easily be carried out by these primary therapists under the super- 
vision and guidance of the specialist. 

The two-level approach to management also permits a more 
economic and proper use of scarce specialist time. It means the 
difference for example, between a half hourly physiotherapy 
Session weekly for say thirty people and a daily session for six 
times as many. It necessitates the inclusion of the caring relative 
in the multidisciplinary team, not just as someone to whom the 
team decisions are communicated but as an essential and import- 
ant member with a positive contribution to make both in terms of 
information and the implementation of the management pro- 
gramme, 

; There is a need for one person to assume coordinating respon- 
Sibility for the care of a particular mentally handicapped individual. 
Taditionally this role has always been taken by a member of the 
Medical profession but there is no reason why this should be so 
1n the case of individuals not presenting primarily as a medical 
= eins when it is more appropriately undertaken by one of the 
er concerned disciplines. This might be the clinical psycholo- 


8ist where there are long term training problems of a specialist 
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nature, the physiotherapist when cerebral palsy is the major 
problem or the social worker when it is general care in the com- 
munity. In the subnormality hospitals it might be the unit nursing 
officer and in the ESN school, the educational psychologist. 

The multidisciplinary team approach is well developed in 
Sweden and Denmark where one team is responsible for coordi- 
nating the care of all the mentally handicapped living in a particular 
area and provides a consulting service to the special schools and 
residential and occupational facilities and a domiciliary service to 
families. Regular case conferences, in which parents are included, 
are held with care staff and teachers. Assessment procedures and 
basic training programmes have been standardized at regional level. 

The separate organization of services in the UK, their rigid 
hierarchal internal structures and traditional concepts and pro- 
fessional attitudes constitute important barriers to the multi- 
disciplinary approach to care. In some areas a new organizational 
framework is necessary but in most the successful implementation 
of the multidisciplinary approach to care is primarily dependent 
upon a change of attitude in the individuals concerned. Mutual 
esteem and a spirit of cooperation between the disciplines, an 
acceptance of the limitations of one’s own role and an acknow- 


ledgement of the contribution of others and a flexibility in 
approach are essential. 


SUBNORMALITY HOSPITALS 


The problems and inadequacies of subnormality hospitals have 
been well documented (Morris 1969; Cmnd 3975 1969; Cmnd 
4557 1971). The majority have been grossly overcrowded, seri- 
ously understaffed and were built before the turn of the century. 
Many patients are still living in Dickensian conditions with totally 
inadequate facilities and staff are having to cope with near im- 
possible situations. These difficulties together with limited thera- 
peutic expectations resulted in the past in the development of 
therapeutically inert, custodial patterns of care and the profes- 
sional isolation of staff has often reinforced inward looking 
attitudes. 

Subnormality hospitals are a classical example of what soci- 
gists term ‘total institutions’. Goffman has described their 
characteristics in detail: the artificial environment which lacks 


olo 
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privacy and the institution-orientated regimes with their block 
treatments, inflexibility and regimentation which remove initiative 
and rapidly strip a resident of his individuality; the social distance 
between staff and residents; the complex and rigid staff hierarchies, 
remoteness of administration and communication difficulties 
which impede change (Goffman 1968). Although overcrowding, 
understaffing and unsuitable buildings have contributed to and 
exaggerated these features, their origin, as King, Raynes and 
Tizard have demonstrated, is inherent in basic attitudes to care 
and organizational frameworks (King et al. 1971). 

The dehumanizing and antitherapeutic effects of long term 
institutionalization are now recognized (Barton 1959; Brown & 
Wing 1962). The influence of the caring environment upon the 
picture of mental handicap was strikingly demonstrated in the 
Brooklands experiment by Tizard and his colleagues who found 
that a group of severely handicapped children raised in a children’s 
home environment advanced more rapidly and attained much 
higher levels of social, verbal and educational skills than a matched 
control group cared for in a typical subnormality hospital ward 
(Tizard 1964). This and subsequent work (King et al. 1971) has 
highlighted the value and importance of an individual orientated 
approach to care and a substitute home environment upon the 
development and subsequent attainments of the mentally handi- 
capped person. 

Changing concepts have been accompanied by a major reor- 
ganization of approach to care in many subnormality hospitals. 
Small group living, integration of the sexes and other methods 

ave been introduced to combat institutionalization. Emphasis has 
been placed upon the rehabilitation of the more able, there has 
been a more active approach to the management of the severely 
handicapped and special units have been established for those 
with special needs. Hospitals have become actively involved in the 
care of the mentally handicapped living in the community through 
the establishment of out-patient services, a consultative service to 
the various community facilities and short term care admissions 
for assessment, treatment and family relief. They have come to 
play a major part in the total service for the mentally handicapped 
in their area providing a back-up service to community facilities 
and often compensating for deficiencies in these (Hospital Ad- 
visory Service Annual Reports 1960-1970; 1971; 1972). 
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Normalization of the living environment 


‘Normalization’ of the physical environment is essential to the 
development of a personalized approach to care and a normal living 
routine and it is now the accepted goal that residents of all ability 
levels should live in small groups in a substitute home environ- 
ment. Conversion of existing accommodation into smaller units is 
frequently possible: in modern buildings partitioning may be all 
that is required whilst the older two-storey villas can often be 
divided vertically or transversely. The creation of a domestic en- 
vironment in the large barn-like wards of Victorian asylums poses 
problems but much can be achieved with a little ingenuity and 
imagination. Ceilings can be lowered and wardrobes, room- 
dividers or partitions used to break up space to create more privacy 
and a sense of intimacy. Some reduction in overcrowding is always 
necessary. Many wards have little used treatment or other rooms 
which can easily be converted into a single bedroom or leisure/ 
activity room. The overall size of living groups can be effectively 
reduced by dividing the residents in a large ward into two or three 
groups, assigning particular staff to each and reallocating the use of 
ward accomodation so that they are able to live independently 
from one another. 

Fear of damage should not be allowed to inhibit the introduc- 
tion of domestic furniture and furnishing so necessary for the 
creation of a homely atmosphere. The difficult and destructive 
behaviour frequently encountered in the typical overcrowded 
ward is quickly replaced by more socially responsible behaviour 
with the introduction of more normal living conditions. Naturally 
a greater than normal degree of wear and tear must be expected 
with some groups but this is more appropriately dealt with by a 
more rapid replacement of normal articles than the introduction 
of bulky and ungainly attempts to create indestructible furniture. 
It is important not to lose sight of the basic aims of homeliness and 
domesticity and to ensure that decor is appropriate to the age of 
the population. Artificiality and sameness is avoided if nurses and 
tesidents have maximum freedom of choice. Residents need en- 
couragement to collect and display personal possessions and 
expressions of individuality should not be sacrificed to preserve 
uniformity. 

Treating the mentally handicapped person as an individual is a 
most important aspect of the normal approach to care. Residents 
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should be given as much freedom of choice in the selection of 
clothing, spending of personal money and use of leisure time as 
possible and ward regimes should be sufficiently flexible to allow 
for variations in individual needs. Some routine is of course an 
essential part of everyday life particularly in the group situation 
but many institutional practices, like limiting the purchase of 
clothing to a particular store for administrative convenience or 
relating bedtime and reporting-in time to the nursing shift system, 
are neither necessary nor normal. Choice of food, another im- 
portant aspect of normal living is facilitated by the introduc- 
tion of a plated meal service or central dining facilities. 

Recreational activities should be as normal as possible and 
small self-programmed group activities are preferable to the 
typical staff organized ‘Sunday school’ type treat. In planning 
evening activities care should be taken to avoid imposing middle 
class interests such as pottery and drama and to offer a programme 
suited to the needs of the group. Greater use should be made of 
normal holiday facilities. Some residents are quite capable of 
having a completely independent holiday whilst others are able to 
go in small groups to boarding houses, holiday camps, caravans 
and in the case of children ‘outward bound’ activities. 

The personalized approach to care also involves a reduction in 
Protective attitudes, exposure to normal stresses, taking calcu- 
lated risks and treating the mentally handicapped person as an 
adult and not a child with less tolerance of displays of egocentri- 
city and an insistence on socially appropriate behaviour. Guidance 
and support should be given as unobtrusively as possible and only 
to the extent that it is necessary. 

It is the nurse who exerts the greatest influence upon the physi- 
cal appearance, general atmosphere and routine of the living 
Situation and her effectiveness will be largely dependent upon the 
type of relationship she is able to develop with the residents, 
Stability of staffing at ward level is therefore essential. In any 
group, no matter what size, the personalized approach can be 
facilitated by assigning primary responsibility for the care of a 
Particular resident to a particular nurse. The wearing of normal 
clothing rather than uniform assists the breakdown of traditional 
nurse/patient relationships. 
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Integration of the sexes 


Victorian attitudes on sexual morality and understandable, but 
unreasonable, fears of national degeneracy kindled at the turn of 
the century by the Eugenics Society had a profound influence upon 
the design and organization of subnormality hospitals and led to 
the complete segregation of the sexes apart from certain well 
supervised recreational activities. 

Integration of the sexes in the living and other situations is an 
important part of the normalization process. Mixed occupational 
and recreational activities have been introduced in the majority of 
hospitals but integration in the living situation is progressing more 
slowly. Where it has been introduced the beneficial effects have 
been immediately apparent. Residents have responded by paying 
more attention to their personal appearance and behaving in a 
more socially responsible manner and the friendships which have 
developed have usually had a stabilizing effect on the individuals 
concerned. Male and female nursing staff too bring different and 
complementary approaches to the mixed wards. The tendency has 
been to begin with the older, more able groups but there are few 
groups who would not benefit from complete integration. 

The danger is to introduce integration without fully acknow- 
ledging its implication. Some friendships quickly develop an 
overtly sexual aspect and it is important to avoid double standards 
by, for example, prescribing contraception but failing to provide 
legitimate opportunities for sexual activity thus driving individuals 
into clandestine activities. Requests for marriages are inevitably 
forthcoming and must be dealt with sympathetically but realisti- 
cally. Whilst this may not be practical for a number of reasons the 
logical consequence of a more normal approach to the mentally 
handicapped is the provision of opportunities for living together 
with the eventual possibility of marriage for the more stable part- 
nerships. Some hospitals are already considering the provision of 
‘married quarters’ for such couples as is being done in Sweden 
and Denmark. 

Unsuitable relationships may develop which seriously com- 
plicate management plans for one partner. There is the problem 
too of rapidly changing relationships and abuse both in terms of 
exploitation and prostitution. Nevertheless experience shows that 
serious problems are few and arise mainly in the adolescent group 
as in the normal population. Most other problems stem from a 
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traditional failure to appreciate the sexuality of the mentally 
handicapped rather than their incapacity for sexually respon- 
sible behaviour. A comprehensive sex education covering sexual 
techniques and contraception but concentrating on interpersonal 
relationships and socially responsible behaviour is an essential pre- 
paratory step towards integration. Continued guidance, counsel- 
ling and supervision is even more important. 

Some hospitals have extended the concept of integration and 
established family units which include children as well as men and 
women on the grounds that they approach more closely the nor- 
mal living situation (Gibson 1971; Sylvester 1973). Residents are 
encouraged to undertake the roles they would have in a normal 
family, the woman doing the domestic chores and assisting in the 
day-to-day care of the children and the men going out to work. 
Such units have not received wide acceptance and have still to be 
evaluated. A major criticism is that mentally handicapped children 
growing up should be exposed to the model of normal adults 
rather than that of the chronically hospitalized mentally handi- 
capped. 


Assessment and training 


The majority of mentally handicapped people in hospital are not 
only functioning well below their potential but have often de- 
veloped ‘disuse atrophy’ and other features of institutionalization. 
Normalization of the environment is an essential therapeutic 
Measure but this alone is rarely enough and special training pro- 
grammes are required to eradicate inappropriate behaviour and 
Provide controlled experience and training in normal functioning. 

his is a formidable task requiring close cooperation between all 
the disciplines involved. The team approach is essential and sub- 
normality hospitals are fortunate in having a concentration of the 
Necessary disciplines under one roof. 

The multidisciplinary case conference forms the medium for 
assessment of the individual and the formulation, implementation 
and Monitoring of his management plan. Conferences should be 
Purposeful and efficient. The ideal of frequent and regular reviews 
Of all residents on every ward is rarely attainable, but nursing and 
other staff can assess progress and refer for joint conferences. Care 
Must be taken to see that those making good progress are reviewed 
and not just those presenting practical problems. Nor is a fully 
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comprehensive assessment always necessary. Only limited infor- 
mation is required, for instance, for the implementation of a 
toilet training programme. The nurse as the person with the most 
intimate knowledge of the resident has a unique and major con- 
tribution to make to the assessment. 

The aims of training are the full exploitation of potential; the 
development of maximum independence and normal functioning; 
the eradication of abnormal behaviour and the promotion of 
socially appropriate behaviour. Training should as far as possible 
be in the everyday situation. It is far better to lengthen or stagger 
mealtimes or provide more intensive help to teach individuals to 
feed themselves rather than removing them to a special department 
at some other time. Similarly although the hospital shop is a use- 
ful convenience, and an important prelude to normal shopping, it 
must not stand instead of this. A visit from a local clothes shop is 
better than no choice at all but not so good or instructive as 
shopping in the community. 

A good deal of basic training can be carried out on a group 
basis by modifying and structuring regimes in the living and work- 
ing situation and through the use of token economy programmes 
(Gardner 1972; Kiernan 1972; 1973). Homogeneous ward popula- 
tions, breakdown into small groups and stability of ward nursing 
staff are of course essential. For certain problems like persistent 
acting-out behaviour individually tailored behaviour modification 
schedules are required. Clinical psychologists and nurses have an 
important joint role in the design of these programmes, the 
former providing the scientific basis and the latter essential details 


on the residents involved and the feasibility of implementing a 
particular programme. 


Medical and psychiatric needs 


The day-to-day medical needs of the mentally handicapped in 
hospital are no different and no greater than those of the normal 
population. A general practioner service providing 24 hour cover 
for medical emergencies, a daily surgery and a ward visiting ser- 
vice is the most satisfactory way of meeting these needs. It intro- 
duces a more normal procedure, provides important training for 
the potential rehabilitee and removes the need for the routine 
daily ward visit by medical staff and, except in certain cases, the 
traditional annual physical review. It does, however, place extra 


Care of the mentally handicapped 251 


responsibility upon the nursing staff to observe possible deterior- 
ation and the onset of illness and to accurately record and convey 
these observations to the general practitioner. 

The special medical needs of the severely handicapped are best 
met by the involvement of visiting specialists. Paediatricians have 
an important contribution to make in the care of severely handi- 
capped children and are essential members of the multidisciplinary 
care team. In some Scottish subnormality hospitals they have 
assumed overall clinical and managerial responsibility for child- 
ren’s units (Batchelor Report 1970). It is preferable, but rarely 
possible, if ENT, orthopaedic surgeons and ophthalmologists can 
visit the hospital to discuss with the staff their particular contri- 
bution to care in the context of general management. 

The mentally ill, mentally handicapped and those exhibiting 
marked antisocial behaviour have quite different management 
needs from other hospital residents and require special and 
separate facilities. The latter need a firm approach in a well 
structured setting and the former a management situation little 
modified from that necessary for the psychiatrically ill of normal 
intelligence. 


Community links 


Most subnormality hospitals are geographically and socially iso- 
lated from the communities they serve. One important conse- 
quence is that staff and residents have limited contact with 
relatives. Studies have shown how the frequency of visiting and 
holidays at home falls off the longer an individual remains in 
hospital (Morris 1969). Relatives need to be made aware of the 
value to the resident of regular visiting and holidays at home and 
encouraged and assisted to maintain contact. Many who have 
drifted into non-visiting subsequently keep away because of 
feelings of guilt and fear of reproach and this must be taken into 
account when attempts are made to reinvolve them. They need 
Teassurance at an early stage as to the amount of involvement 
expected, 

Parent/staff associations, regular appointments with the 
doctor, the opportunity for discussion with nursing staff during 
Visiting and home visiting by the social worker all help maintain 
and increase contact. Full involvement in multidisciplinary case 
conferences is the most satisfactory method of maintaining 
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parental interest. It is the nurse who comes into closest contact 
with relatives and her attitude towards them, knowledge of and 
interest in the resident will have a major influence upon their per- 
ception of the hospital and subsequent cooperation in suggested 
schemes. The proper handling of parents requires a full under- 
standing of the psychological problems they experience (and how 
these colour their attitudes) and an acknowledgement of parental 
rights at all times. 

The development of organized voluntary help has been a 
marked feature in subnormality hospitals in recent years. Volun- 
teers bring a new and important dimension to the life of the 
hospital. They come with a variety of motives and different 
abilities and interests and part of the skill of the voluntary services 
coordinator is his ability to select appropriate people from the 
pool for various schemes. Voluntary helpers must be used as an 
adjunct to resident care, assisting in recreational activities and 
holiday schemes, in befriending particular residents, transporting 
relatives etc., and not as a substitute for trained staff (McCarrick 
1973; Kings Fund Centre 1972). It is essential that the voluntary 
services coordinator is a member of multidisciplinary policy 
forming teams. This ensures that the proposed schemes are 
acceptable and valid as far as the professional staff are concerned 
and enables him to receive information about areas of the hospital 
where he may be able to help. There is a similar need for an 
organizer of voluntary services within the community and a strong 
argument in favour of area voluntary services coordinators 
covering both hospital and community. 


Organization and management 


The traditional hiera 


rchical structure, medical domination and 
departmental approac 


h to care within subnormality hospitals is no 
longer appropriate. A new management structure is required 
which ensures that all who have a contribution to make are fully 
involved in policy formulation. Most hospitals have introduced 
some form of multidisciplinary management. The single large 
multiprofessional executive committee originally suggested by 
Elliott (Elliott 1970) has proved overcumbersome and unsatis- 


ment team of senior hospital 
mber of standing subcommittees 
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or working through ad hoe working parties established to explore 
a particular problem or implement a particular project is more 
efficient and permits a greater involvement of nurses and others 
working at ground floor level. 

It is also essential to establish an efficient operational frame- 
work for the implementation of policy. Hospital populations fall 
into four distinct groups each with quite different needs—the 
children, the severely handicapped, the mildly handicapped and 
the psychiatrically and behaviourally disturbed. A functional 
division into small manageable units based upon these groups is 
the most effective way of overcoming the problems posed by the 
magnitude and complexity of the changes needed and the large 
size of most hospitals. 

Functional division and two-tier management has been effec- 
tively combined in some hospitals. Splitting the hospital into a 
number of near autonomous units places responsibility for resi- 
dent care more directly with nursing staff and other appropriate 
disciplines, allows the attention of scarce medical staff to be 
concentrated in those areas where they can have most impact and 
ensures that staff concerned with day-to-day management are fully 
involved in planning the policy for their unit. It also provides a 
suitable framework for the development of domiciliary assessment 
and care teams. 

Figure 1 represents a basic organizational model which can be 
Modified in a number of ways to suit the particular needs of 
individual hospitals. The hospital management team (HMT) is 
responsible for the general administration of the hospital and the 
coordination and monitoring of overall resident care policy. 
Responsibility for the planning and implementation of unit policy 
and the day-to-day running of units rests with the care teams who 
refer important matters to the HMT for consideration and ratifi- 
cation. Special working patties are necessary to consider matters 
affecting the whole hospital or more than one unit. Ideally each 
team/unit should have its own psychologist, social worker and 
Other specialist staff and develop separate facilities. The other com- 
Ponents at management level are the nursing administration team 
concerned with nursing administration and deployment, and the 
heads of service departments team, responsible for general and 
hotel services within the hospital. 

Each care team is composed of the nursing officer(s), ward 
Sisters and charge nurses (including representatives of night staff) 
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psychologist and social worker working in the unit together with 
other appropriate specialist staff. The children’s team, for in- 
stance, would include representatives from the children’s school, 
the physiotherapist, speech therapist and paediatrician; the adult 
team the industrial organizer, occupational therapist, remedial 
teacher, nursing officer (training and recreation) and the voluntary 
services coordinator; the medical and psychiatric services team a 
general practitioner, dentist and chiropodist. The hospital ad- 
ministration is represented on all teams and certain individuals 
with overlapping responsibility like the nursing officer (recreation) 
need to be members of more than one team. A single team for 
the severely and mildly handicapped is preferable to several 
Separate teams in view of the changing nature of hospital popula- 
tions and because occupational and other facilities often have to be 


shared. 


NURSE'S ADMINISTRATION HEAD OF SERVICE DEPARTMENTS 
TEAM TEAM 
Nursing administration 


General and hotel 
and deployment 


services 
HOSPITAL MANAGEMENT TEAM 
General hospital administration, 
coordination and monitoring 
Pa of ji policy i 
CHILDREN’S CARE TEAM MEDICAL AND PSYCHIATRIC ADULT CARE TEAM 
” ie SERVICES TEAM 
Children’s unit and Psychiatric unit Units for the 
children's services General practitioner severely handicapped 
services and treatment Units for the mildly 
unit handicapped 
Other specialist medical Occupational and 
units recreational facilities 
General medical, dental Rehabilitation schemes 


and allied services 


Fic. 1. Basic organizational model for a subnormality hospital 


The hospital management team comprises the senior medical, 
nursing and administ: 


tative staff, the heads of the hospital psy- 
c hology and social work departments and a representative of the 
temedial professions, 


The chairmen of all care and services teams 
are consulting members attending meetings to discuss matters 
relevant to their team. Vertical and lateral communication is 
achieved by the exchange of minutes and agenda between chairmen 
of all teams. Members of the HMT are also members of care 
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teams. Liaison with local authorities is through the HMT policy 
and planning level and the appropriate care team at operational 
level, as in the implementation of a sheltered housing scheme, for 
example. 

The medical staff are represented on all care teams. A doctor 
should be the chairman of the medical and psychiatric services 
team but this position is more appropriately filled by a senior 
nurse or clinical psychologist in other teams. At operational level 
the medical staff direct the psychiatric and treatment units and 
have the major responsibility for children’s services but their 
involvement with other residents is confined to meeting medical 
and psychiatric needs. Thus direct responsibility for the day-to- 
day care of the majority of adult residents rests predominantly 
with the nursing staff supported by psychologists and social 
workers. In this situation the overall responsibility of the consult- 
ant is protected by his full involvement at policy level, by care- 
fully drawing up a list of decisions which must be referred to him 
and by ensuring that he receives summaries of all case conferences 
to enable him to keep in touch with the progress and plans for 
residents under his care. 


COMMUNITY CARE 


It is now recognized that the needs of individuals with uncompli- 
cated mental handicap are not met by segregated care in long-stay 
Custodial institutions and that they have a right to live in the com- 
munity as independently as possible with as much or as little 
Support as necessary. 
This fundamental change in the philosophy of care has yet to 
e tested in the UK and it is not surprising therefore that many 
within the hospital and social services express uncertainty and 
Scepticism as to the extent to which it is both possible and desir- 
able. Some fear that the mentally handicapped will become an 
isolated and stigmatized minority group with restricted opportuni- 
ties within the community and defend the principle of asylum 
care in the form of the sheltered village community. But this has 
Not been the case in the well established and extensive community 
care programmes developed in Sweden and Denmark where the 
mentally handicapped are well integrated in the community and 
are able to lead a far more normal life than could be possible in an 
Institution however progressive and well organized. 


256 K A Day 


There is realistic concern in the face of inadequate and slowly 
developing community facilities about the danger of a premature 
rundown of subnormality hospitals and of handing over too 
rapidly to a new and developing social service. Successful com- 
munity care demands a full and comprehensive range of sheltered 
facilities and competent support personnel. 

Current provisions in this country are not only inadequate in 
numbers but have been developed according to traditional con- 
cepts. Thinking about community residential accommodation has 
been dominated by the concept of hostel care. Whilst there will 
always be some who will require a degree of supervision that can 
only be provided in a hostel setting, experience has shown that 
many mentally handicapped people are capable of living more in- 
dependently and a variety of alternatives are required to provide 
the most normal living situation possible for a particular indivi- 
vidual. Boarding out schemes using selected landladies backed by 
domiciliary support teams to provide a family life for one or more 
mentally handicapped lodgers have been successfully introduced 
in some areas. Sheltered housing, in which groups of three to five 
individuals supported as necessary, live together in ordinary 
domestic accommodation, comes even closer to the normal 
living situation and overcomes many of the other disadvantages of 
conventional hostels (Day 1974b). 

The vast majority of mentally handicapped are unable to ob- 
tain or hold open employment and require sheltered occupational 
facilities. Present industrial therapy units cater essentially for the 
moderately handicapped. A much greater range of provisions are 
required and programmes need to include more general training 
and education. In Sweden and Denmark occupation centres, pro- 
viding a varied programme in which adequate attention is paid to 
education and social and recreational training as well as occupa- 
tional training, have been established for the less able. Industrial 
workshops for the more able are separately located on industrial 
estates and have typical factory names. A wide range of interesting 
and challenging work, involving complex machinery and co- 
operation in production lines, is done under highly industrialized 
conditions and illustrates the work potential of this group. A 
realistic wage is paid for work done supplemented as necessary 
by a special pension and there are opportunities for continuing 
education and social training on a day release basis. 

Mixed units for the mentally ill and mentally and physically 
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handicapped developed in Holland have not proved to be highly 
successful. The mentally ill are found to be incompatible with the 
other groups, the physically handicapped feel stigmatized and the 
mentally handicapped tend to be given the simplest tasks and 
rarely get the opportunity for more responsible work (Day 1975). 

The mentally handicapped can be very isolated in the com- 
munity; their ability to make interpersonal relationships is usually 
poorly developed and they lack the self-confidence and sophisti- 
cation to participate in normal social activities. Special recreational 
facilities are necessary with club premises and full time leisure 
activity leaders to develop and coordinate leisure programmes. 
These should be as normal as possible and include attendance at 
special evening classes, participation in sport, opportunities to 
learn and develop hobbies and holiday schemes as well as the more 
usual group events like dances, socials and outings. Activities for 
the different age and ability groups should be separate. Shared 
activities with youth clubs and other community organizations are 
desirable particularly for the borderline groups, but it must not be 
forgotten that all people tend to seek out and find compatible 
groups with whom to develop their social life: the mentally handi- 
capped are no exception and are generally more comfortable with 
those of their own ability level. Too much emphasis on organized 
activities should be avoided and a normal social pattern of recrea- 
tion with the use of general community amenities encouraged. 

Multidisciplinary teams should be responsible for the compre- 
hensive assessment and care of the mentally handicapped living in 
the community and provide support for staff working in resi- 
dential and other situations. Major organizational changes are 
Tequired to establish a completely satisfactory system but much 
can be achieved within the existing framework. 

Full multidisciplinary assessments and progress conferences 
are only indicated for those individuals in special training situa- 
tions or presenting special problems but community staff should 
always have ready access to the multidisciplinary team for guid- 
ance about any person in their care. Adequate support for staff in 
Tesidential establishments is particularly important and is best 
achieved by regular multidisciplinary reviews of all persons in 
residential care. 

Staff in subnormality hospitals have an important contribution. 
to make to the care of the mentally handicapped living in the 
community. The conventional out-patient clinic involving the 


258 K A Day 


doctor and possibly a social worker is of limited value. Clinics 
held in special schools, training centres and residential homes are 
far more valuable and enable all concerned in care including 
teachers, trainers, hostel staff, remedial workers, social workers 
as well as parents to contribute to the discussion of problems and 
formulation of the management plan. Such clinics form an im- 
portant medium for the exchange of knowledge and ideas between 
hospital and community workers. There is scope for a much 
greater involvement of other hospital personnel like the clinical 
psychologist and nurse in community work and the development 
of hospital based domiciliary teams. Where assessment and train- 
ing are not possible within the community this can be achieved by 


a short admission to hospital and in some cases on a day attend- 
ance basis. 


Hospital rehabilitation schemes 


It is estimated that half the present subnormality hospital popula- 
tion could live in sheltered conditions in the community (Cmnd 
4683 1971). Their rehabilitation constitutes a major task for 
hospitals and social services departments and requires close liaison 
at planning level if hospital rehabilitation schemes are to dovetail 
with the provision of community facilities. 

Screening with adaptive behaviour scales is a useful method of 
broadly identifying suitable residents but detailed selection for 
rehabilitation is essentially a matter for the multidisciplinary team. 
The nurse as the person who best knows the resident is not only 
able to provide details of self-help abilities and social functioning 
but also vital information about personality features, general 
stability, adaptability, special problems, friendships which must 
often take precedence over level of ability in selection. 

The nurses’ attitude towards rehabilitation is most important. 
She must be objective and realistic and careful not to allow over- 
protective attitudes to influence her judgements. It helps consider- 
ably if she has a good knowledge of the local community facilities. 

Residents whose lives have been ordered and sheltered for 


many years often find the prospect of greater freedom alarming- 
They need a good deal o 


try’ together with ample 
of their feelings and fea 
this to the nurse whom 


f support and encouragement to ‘give it a 
opportunity for ventilation and discussion 
rs. It is natural that they should turn for 
they have come to regard as their friend 
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and counsellor over the years. They should always be given the 
opportunity to visit proposed placements before making a 
decision. An initial trial period provides the opportunity for them 
to get acquainted with the new way of life and offers a valuable 
safeguard. 

Relatives too have usually grown comfortably accustomed to 
institutional care and need similar help in accepting that their son 
or daughter is capable of living more independently in the com- 
munity. 

It is impossible to undo the effects of twenty years’ or more 
institutionalization with a few months’ training and the legacies 
of institutional care may linger on for many years. ‘Hostel wards’ 
in which potential rehabilitees live with a minimum of supervision 
and a good deal of personal freedom provide a good basic training 
situation for life in the community. In a typical example, there is 
no night supervision even in mixed wards, mealtimes are flexible 
to allow for those in open employment and residents are respon- 
sible for their own medication. The influence of the nurse in this 
situation must not be underestimated; it is she who sets the tone 
and unobtrusively keeps an eye on things, stimulating activities, 
settling conflicts and counselling individuals. 

Special intensive training in the use of public facilities, prepara- 
tion of meals, laundry arrangements and use of leisure time is best 
carried out in small groups on a sessional or day release basis. 
Appropriate facilities and a special training team of nurses to- 
gether with remedial teacher and domestic advisor are required. It 
is easy to overlook important gaps in residents’ social skills and 
regular multidisciplinary review is essential in order that these 
might be identified and rectified. 

A variety of community personnel particularly the social 
worker and DRO can assist and advise in placement in the com- 
munity. It is especially important that hostel staff and others who 
will eventually be responsible for care should be involved as early 
as possible in the rehabilitation process so that both they and the 
resident can get to know each other well prior to discharge. A 
‘phasing out system’ in which the major support during the initial 
Period in the community is provided by hospital nurses ensures a 
continuity of care from familiar people during the time of maxi- 
mum vulnerability. 

Sheltered housing schemes require close cooperation at opera- 
tional level between hospitals and local authorities. Houses have 
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to be found in the community and domiciliary support teams 
established. A small project team of nurses, social worker and 
clinical psychologist is necessary within the hospital. Suitable resi- 
dents are selected by this team in conjunction with the ward staff 
and psychiatrist. The aim is to create balanced and compatible 
groups who complement each other to form effective functioning 
units. Stability of temperament and a capacity for social interaction 
are as important as level of ability. Following selection each group 
embarks upon an intensive training programme during which 
group compatibility and the capacity of each member to benefit 
from the scheme is tested. A vacant staff house in the hospital 
grounds provides an ideal training situation. Alternatively training 
might take place from the start in the community home or flat. 
Preparatory training and initial support in the community are 
undertaken by the hospital project team. Community personnel 
are involved from the start and gradually assume responsibility for 
care once transfer to the community has taken place. 

Hospital based boarding out schemes involve a more extensive 
community role for the nurse who is responsible for monitoring 
placements, providing guidance and support to the mentally 
handicapped and their landladies as necessary and forming the 
main link with hospital back up services (Caddell 1973). 


Community attitudes 


The readiness of the commun: 
care has been le 
based upon tradi 


ity to accept this new approach to 
gitimately questioned. But present attitudes are 
tional concepts and the public can be expected to 
follow a progressive professional lead. This has certainly been the 
case in Sweden and Denmark where the mentally handicapped are 
well accepted by an understanding and tolerant community (Day 
1975). Propaganda campaigns are needed to increase awareness 
and knowledge but undoubtedly the most important factor influ- 
encing attitudes is the actual experience of having the mentally 
handicapped living within the community. There can be no doubt 
too that the public find it easier to accept and relate to the mentally 


handicapped if they are living and working in relatively normal 
Situations. 
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SERVICES FOR FAMILIES AND CHILDREN 


The importance of adequate stimulation and training of the 
mentally handicapped child and support for his parents during the 
preschool years has only recently been appreciated. The adjust- 
ment a family makes to its handicapped member is of fundamental 
importance and it is essential to establish correct family attitudes 
and patterns of care from the beginning. Many families unwittingly 
begin the process of segregation and institutionalization and pro- 
blems arising later in life can usually be traced directly back to 
faulty parental management. 

Parents face a major problem of adjustment following the 
birth or diagnosis. Guilt, shame, resentment and fear are often 
Never completely resolved. Difficulty in accepting the degree of 
handicap is not uncommon and can lead parents on an endless 
tound seeking professional and other advice selecting and magni- 
fying anything giving hope and suppressing the rest. Total rejection 
is rare but relating to a child with marked intellectual or sensory 


defects can be difficult and unrewarding. Overprotection is com- 
tion but more usually as a 


mon occurring as a compensatory reac 
out management. Under- 


result of convenience or ignorance ab 
exploitation of potential, increased dependence and underdis- 
ciplining are the result. In extreme forms it can lead to lifelong 
devotion by one or other parent with consequent neglect of other 
family members (Gath 1972). 
A number of factors influence the parents’ ability to adjust and 
Cope including the stability of the marriage, the resources and 
defects of parental personalities, the circumstances of the concep- 
tion, the nature of the handicap and the availability of help. 
Caplan (Brandon 1970) has emphasized the important thera- 
Peutic opportunities available during the initial crisis period 
following diagnosis. Parents need ample and early opportunity for 


Ventilation and discussion of their feelings and help towards a 


Tealistic acceptance of the diagnosis and prognosis. Genetic 


counselling should be closely linked with the telling of the diag- 
nosis and provides the opportunity for discussion of possible 
Sexual problems, The birth of a handicapped child can constitute 
a severe blow to parental prestige and the threat to father’s virility 
and the fear of a further affected child can cause serious problems 
in this area, Advice on child management should include an 
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explanation of the aims of management; general advice on the 
importance of a consistent approach, the need for disciplining and 
providing opportunities for new experiences; and a specific 
management programme. Most parents will have had no previous 
contact with the problem and will be anxious from the start for 
full information about long term facilities available. Fully in- 
volving parents in training programmes gives them an important 
psychological boost and helps to reduce the feelings of helpless- 
ness experienced by so many (Cunningham 1969). 

The elements of a satisfactory preschool and family supportive 
service are best illustrated by describing those developed in 
Denmark and Sweden. Both countries favour a domiciliary service 
which permits better contact with the family and allows manage- 
ment programmes to be adapted to suit the home situation and 
family resources. Help is available from the moment of diagnosis. 
Short courses for groups of parents are used to introduce the 
services available and for discussion on the general problems of 
having a handicapped child. Training programmes are instituted 
immediately in which the parents, supported by peripatetic teams 
of social workers, teachers, psychologists, remedial workers and 
specially trained home advisors, are the major therapists. Special 
apparatus, toys and books can be borrowed from resource 
centres and in Sweden a comprehensive basic training manual is 
issued to all parents. All children are regularly reviewed by the 
multidisciplinary team and parents are fully involved in assessment 
and progress conferences. 

In this country the Hilda Lewis Unit provides a similar service 
for mentally handicapped children and their families in one Lon- 
don borough (Carr et al. 1973). So far multidisciplinary assessment 
units based on paediatric departments have not been wholly 
Successful in meeting needs; they are too few in number with 
large catchment populations and tend to be primarily concerned 
with the multiply handicapped child. Few subnormality hospitals 
have the resources to offer more than a limited service to families, 
most operate a short term admission for assessment and training 
system during which parents spend part of the period in hospital 
with the child, either on a living in or daily attendance basis. A 
regular assessment and training clinic in which children and 
parents are seen by a small team comprising nurse, teacher, phy- 
siotherapist and clinical psychologist, is more flexible and enables 
the provision of Ongoing support and guidance on a long term 
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basis. There is also scope for the development of a hospital based 
domiciliary service using specially trained nurses and teachers as the 
major task force. 

The lack of a properly organized early assessment and family 
supporting service is a serious gap and there is a danger that 
separate services will be developed by hospitals, education 
authorities and social service departments. In the absence of any 
major organizational change a single joint service developed under 
education would seem logical and offers the possibility of continu- 
ity of care throughout childhood. 

All children attending special schools require regular multi- 
disciplinary review. This is especially important in the case of 
multiply handicapped children in special care units. Ideally the 
basic team of teachers, medical officer, educational psychologist 
and social worker should be supplemented by the paediatrician, 
specialist in mental handicap, clinical psychologist and remedial 
professions as necessary. The community physician is the best 
Person to coordinate the care of the special care and S.S.N. school- 
child. Children in ESN schools require less frequent review in- 
volving fewer disciplines and the school headmaster or educational 
Psychologist should be responsible for initiating these. Review in 
the penultimate school year is essential to enable forward planning 
and the early involvement of other community services. 

School leaving is a particularly vulnerable time for the mildly 
handicapped youth and his family. Although there are some special 
vocational courses organized by industrial rehabilitation units and 
voluntary bodies there is much greater scope for the development 
of joint training schemes between schools and social services and 
employment departments. In Sweden and Denmark all school 
leavers undergo a period of training which includes general social 
and domestic as well as occupational training and continuing 
education. There are joint schemes with sheltered workshops in 
the latter school years in Denmark but in Sweden pupils leave 
school earlier and ‘graduate’ to special vocational training schools. 


FUTURE DEVELOPMENTS 


The mentally handicapped can be grouped according to their needs 
into the following broad categories: 
K 
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1 The mildly handicapped who require sheltered care, educa- 
tion and social and occupational training 

2 The severely handicapped many of whom are physically 
handicapped and who have special medical and paramedical as 
well as general care needs 


3 The mentally handicapped with special needs such as the 
blind and deaf, non-communicating children and those requiring 
psychiatric care including certain offenders 

The trend in the direction of community care for the mildly 
handicapped is now well established but there is uncertainty about 
provisions for the severely handicapped and those with special 
needs. The choice is between small discrete units and a large com- 
prehensive establishment. The latter, it is argued, is the best way 
of achieving a therapeutically viable system able to attract and 
retain staff and provide adequately and economically the numer- 
ous special facilities and specialist staff necessary. 

Denmark has chosen, on the same grounds, to combine the 
long stay care of heavily handicapped children and adults with the 
provision of assessment and research facilities and special units for 
the behaviourally disturbed, etc., in the form of the Central 
Institution, which also forms a base for community services and a 
headquarters for staff. These are not hospitals but the extent to 
which small group living, homely conditions and individualized 
care have been successfully introduced certainly supports the view 
that with careful planning and adequate staffing much of the im- 
personality of large hospitals could be avoided. Nevertheless they 
have been unable to completely overcome the disadvantages of 
their large size and consideration is being given to running them 
down in favour of specialized units and small residential homes. 

The severely handicapped are still regarded as essentially a 
medical problem in this country. Many believe that the multi- 
Purpose community-orientated subnormality hospital is the most 
satisfactory method of providing for them and the special groups 
and propose an extension and consolidation of contemporaty 
trends in the hospital service. 

An alternative model however has been proposed (Cmnd 4683 
1971). In this the treatment of the mentally ill mentally handi- 
capped would be provided by the general psychiatric services: 
mes assessment services and in-patient facilities would 

come the responsibility of paediatricians with residential units 


closely linked to paediatric departments. Special 100 to 200 bedded 
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units, which if not actually sited within a general hospital complex 
would have close links with it, are proposed for severely handi- 
capped adults. Offenders and those with personality disorders 
might be cared for alongside the heavily handicapped, by the 
psychiatric services or in special units. 

There is little general support for these proposals. A major fear 
is that general hospital units for the severely handicapped would 
become the poor relations of the hospital service with low status, 
low morale and serious staffing difficulties. Siting within a hospital 
complex would make it difficult to provide properly for the social 
and occupational needs of the residents. Accessibility to the vari- 
ous specialist departments, like physiotherapy, is less of an 
advantage than it might appear for the mentally handicapped 
require a different approach to that operating in the conventional 
physiotherapy or occupational therapy departments. Paediatric 
units for children, it is argued, are likely to increase rather than 
reduce hospital-like conditions and the long stay children are 
liable to be neglected in favour of the acute cases. The wisdom of 
Separating long-stay facilities for severely handicapped adults and 
children whose care and management needs are essentially the 
Same is also questioned. The severely handicapped and the be- 
haviourally disturbed are incompatible groups with completely 
different needs. In Sweden no advantage has been found in com- 

ining their care in dual function units and the special hospitals 
currently fulfilling this role are being phased out. The proposal for 
the care of the mentally ill mentally handicapped is rational, 
especially if we are not to have multipurpose subnormality 
hospitals, and follows the trend in Scandinavia where it appears to 
work well. 

There is increasing debate as to whether the severely handi- 
capped are correctly managed in a hospital setting. The evidence is 

at the medical and nursing aspects of management, which 

Ominate our current approach to care, have been unduly over- 
emphasized and that the severely handicapped have the same 
general care and training needs as the less handicapped. Medical 
Problems consist in the main of chronic conditions like epilepsy 
and cerebral palsy which whilst requiring periodic review rarely 
need prolonged or intensive treatment and much, if not all, of the 
disturbed behaviour encountered, which by requiring drugs and 
Other treatments is an important factor in qualifying them for 

Ospital care, is unquestionably a direct consequence of highly 
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abnormal and overcrowded living conditions. The traditional 
classification of such basic care and attention as feeding, washing, 
dressing and toileting as a primarily nursing task is questionable; 
the physically handicapped unable to live with their families are 
not normally placed in hospital despite their almost identical 
needs. 

In Sweden the majority of the severely handicapped are cared 
for in small residential home complexes of between forty and 
sixty places with on site facilities. There is always a qualified 
general nurse on the staff, doctors visit frequently and residents 
are regularly reviewed at multidisciplinary case conferences. Good 
modern living conditions, a progressive daily programme for each 
resident, adequate staffing and interested specialists mean that far 
from being the ‘dispirited ghettoes’ feared by some in the UK, 
they are active viable units with high standards of care and high 
staff morale. 

In the UK the value of small dispersed units (25 places each) 
staffed and organized according to family group home principles, 
is currently being evaluated alongside alternative forms of provi- 
sion including paediatric units (Kushlick 1967; 1972). a. 

The small group of profoundly mentally handicapped indivi- 
duals who are unsuitable for residential care consist in the main of 
children with a limited life expectancy and could, it is suggested, 
be absorbed in existing paediatric departments. 

The development of balanced and comprehensive facilities at 
local level requires the closest cooperation between the relevant 
services with the establishment of certain joint facilities and ia 
greater flexibility in the deployment of staff. The recent reorgani- 
zation of local government and health and welfare services and the 
movement towards area psychological and other services will do 
much to facilitate this. Joint liaison committees and health care 
planning teams provide, for the first time, statutory multidisci 
plinary forums for the investigation of needs and the planning O 
Provisions (DHSS 1972). Nevertheless the difficulties of develop” 
ing a satisfactory service in the face of fragmented organization has 
led to calls for a unified service and it is significant that Denmark 
and Sweden, the two countries who have achieved the greatest 
advances, have both opted for a single unified service. 

Present trends have clear implications for the professions 
currently involved in the care of the mentally handicappe® 
Psychologists, social workers and the remedial professions have 
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expanding roles and can expect more autonomy within a develop- 
ing service whilst the role of the subnormality nurse and the 
specialist in mental handicap is constricting. The need for a generic 
specialist (Godber 1973; Pilkington 1973; Day 1974c) and sub- 
normality nurse (Thomas 1973) is coming under increasing 
scrutiny in light of the general movement towards a non-medical 
service and the tendency towards increasing specialization in the 
meeting of medical and psychiatric needs both within subnormality 
hospitals and in the community. A single caring profession, 
absorbing existing subnormality nurses and community workers, 
has been proposed (Cmnd 5115 1972; Training for Residential 
Social Work 1973). This follows the Scandinavian model and has 
the advantages of avoiding an unnecessary duplication of person- 
nel doing essentially the same work, enabling the establishment of 
More appropriate training programmes and facilitating the imple- 
mentation and continuing development of new forms of care. 
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MENTAL ILLNESS IN THE ELDERLY 
A A Baker @ M L Clark 


Mental illness in the elderly is sometimes referred to as — 
geriatrics. Some people reject this term altogether, while “or 
use it simply to describe the dementing processes in old on =o 
chapter, however, will be about the care and treatment of a 
mental illnesses occurring in old age and these, of course, oe wed 
numerous indeed. In old age, people are expected to aaua Je 
many traumatic situations. The stresses concerned may be in $ 
social life, their domestic life, their working environment, in sie 
physical health and in their intellectual and emotional ee 
At a time when physical and emotional ability to withstand ee 
is gradually decreasing, the ageing person may have to ee 
major stresses of loss of marital partner, physical disabili or 
seriously restricting his way of life, and quite often sensory dep A 
vation of one kind or another. The patient’s response to then 
stresses will vary from an understandable and tolerable emotion: 


f . ive an 
response, perhaps some anxiety or depression, to massiv! 
overwhelming anxiety 


which produces compl 
household. 


Organic disorders o 


i A evel 
or panic, or severe depression, to a T 
ete inability to function within the nor 


f old age, including the dementias, gelau 
and other major organic disorders, will also produce ae on 
varying from the trivial to those which are overwhelming and i 
lead to total disorganization of the patient’s life. In the Be g 
serious, of course, such as the deliria, there is often evidence © f 
terminal condition. Most studies have shown that at least 10% iy 
all those over 65 have an organic psychiatric disorder, mos y 
senile or arteriosclerotic dementias, and that half of these 0% 
severely affected, Again, studies show that between 10% and á Je 
of those over 65 are severely physically handicapped, too. Simp 
270 


Mental illness in the elderly 271 


calculation as well as common experience will show that most of 
these patients are at home. Clinical experience shows that those 
at home are often as severely ill as those in hospital, but while 
many at home are well cared for, others may be receiving minimal 
care or treatment. 

The vast majority will be cared for by their relatives and 
neighbours, or other relatively unskilled people. Some will get 
occasional help from professional staff, and only a minority will 
get care from those with psychiatric training. There are, therefore, 
key problems in providing a service which will ensure that those 
in real need of skilled help, obtain it, that the best possible use 
is made of the human resources that are available, and that the 
available knowledge and skills are widely distributed and practised 
by all those in contact with the elderly. 

The problems of assessment and treatment are interlinked, and 
all are dependent on an organization which ensures close contact 
and good communication between all the people involved. 

There is now increasing public awareness of the problem of the 
elderly and the frequency with which they have unreported and 
undiagnosed disabilities, and many very useful schemes are already 
in operation. These vary from the provision of the telephone, of 
‘good neighbour’ systems, whereby someone in a street always 
keeps an eye on the elderly person, agreements whereby the 
milkman or other regular callers will report absence of activity in 
household and similar measures. Regular visiting of elderly 
People known to be at risk by health visitors should enable the 
general practitioner to be involved in the early ascertainment of 
disability. The district nurse and social worker may be also called 
to the home. Both may be involved because of known physical 
disability or social handicap requiring either nursing care or social 
support, such as the home help or meals-on-wheels. Social work 
attachment to general practices ensures close coordination of 
medical and social services, but where this is not possible it is 
Obviously essential to ensure that there is some regular oppor- 
tunity for social worker and general practitioner to meet face-to- 
face for discussion of common problems. 

At some point, it may be necessary for the general practitioner 
to call for skilled help from the psychiatric services. Any infor- 
Mation available to the general practitioner, district nurse, health 
visitor, social worker, home help or other person, should be 
available to the consultant and, if possible, he should have the 


272 AA Baker & M L Clark 


opportunity to meet those concerned, preferably at the paren! s 
house. There are considerable advantages in undertaking the 
assessment in the house, where the patient’s functioning a 
familiar surroundings can be seen, and the opinion of relatives an 
neighbours readily obtained. The out-patient clinic has advantages 
from the point of view of the busy doctor in that it lessens his 
travelling time, but it is a relatively artificial situation, and sare 
patient nor relatives may reveal their normal reactions. The day 
hospital has considerable advantages over the out-patient clinic, as 
it enables assessment to be made over several hours, and will 
include the patient’s reaction to a social situation, to meals and 
toileting, as well as to the special situation of an interview. 
Admission to an in-patient unit does enable the therapeutic staff to 
concentrate their efforts and also provides twenty-four hour 
supervision by skilled nurses. Many patients, however, are made 
significantly worse by hospital admission—this is particularly true 
for patients with dementias, who should remain in familiar 
surroundings if possible. 

Assessment should include a careful examination of the 
physical state, together with appropriate tests. The latter will 
normally include a full blood count and electrolyte estimation and 
also X-rays and other special tests, when necessary. It will also 
include a full assessment of the present mental state and a careful 
review of the family history and past history, to see how far they 
give clues to the patient’s condition and prognosis. A full social 
assessment is also needed. 

The doctor in the team, 
consultant, will need special kn 
able to communicate with a pa 
loss or who may 
of both normal 
should be able 
physical and 


whether general practitioner oF 
owledge and skills. He needs to be 
tient who may have severe sensory 
reject examination. He needs to know the effects 
and pathological ageing on disease processes and 
to differentiate the intermingled results of both 
psychiatric disease. Multiple disabilities, both 
psychiatric and physical, are common. A diagnosis of senile 
dementia is of little benefit. The patient thus diagnosed might have 
evidence of loss of memory for a year or two, with recent added 
aphasia and disorientation following a small cerebral thrombosis- 
Physically, there may be a history of falls, secondary to hypo- 
tension from anaemia, and also muscle wasting around arthritic 


joints from lack of activity, and urinary incontinence resulting 
from cystitis and lack of mobility. 
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A diagnosis of senile dementia might suggest a policy of 
therapeutic nihilism. The other assessment would see the need to 
help the patient communicate and minimize the effect of aphasia, 
the need to treat anaemia and cystitis, and the need to improve 
muscle tone and increase the general level of activity. 

Similarly, a diagnosis of depression is of very limited value. 
A patient with this diagnosis may be an elderly widow whose eye- 
sight is failing, and who, because of her personality, is reluctant to 
seek help. The diagnosis of depression may merely lead to the 
prescription of antidepressant drugs which may well add un- 
pleasant side effects to the patient’s other problems. The more 
complete assessment might suggest the need for volunteers to 
visit, the development of a relationship which the old lady would 
accept, which could then be used to help her to go to Darby and 
Joan, or other clubs, an assessment of her need for glasses, and 
the provision of large print books. No medication at all may be 
needed, 

Assessment of the patient will always reveal a number of 
Symptoms, a variety of handicaps and many remaining assets. A 
knowledge of the patient’s previous life and personality will give 
clues to the likely response to stress and likely Tesponse to a 
therapeutic programme. Invariably, treatment involves more than 
One profession and will often involve a number of different staff, 
both in and out of hospital. It is obviously essential to coordinate 
the activities of those concerned, with the knowledge that the 
disabilities of old age are likely to be continuous and increasing, 
and that fresh problems may be added. An example of the involve- 
Ment of professional staff and planning for a pattern of care is 
given in the following case history. 

Mrs X had been a widow for thirty years and had had no child- 
ren. She lived alone and had always been independent and socially 
aloof. She had been houseproud and insisted on doing her own 
shopping and cooking. Her distant relatives had died and as far as 
was known, she was quite alone in the world. She had shown 
evidence of a dementing process for some two or three years, and 
first came to attention when she was found wandering in the street 
at night and was returned home by the police. Soon after this, she 
was found wandering again and could not get back into her house 
as she had lost the key. At this point, a neighbour agreed to hold a 
key in case there were further difficulties, and a social worker was 
asked to visit to assess the situation. An attempt was made to help 
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the old lady by home help and meals-on-wheels, but this she 
rejected, and would only let the neighbour through the door. The 
situation deteriorated rapidly when she became doubly incontinent. 
The case was first discussed at a joint conference between the 
psychiatrist, social worker, home help organizer and district 
nurse, when other cases were being reviewed. The general prac- 
titioner was then involved and a meeting held in the patient's 
home, which included the psychiatrist, general practitioner, social 
worker and neighbour. It was found that the house was in a very 
dirty and squalid state, the patient herself in rags and the situation 
complicated by an outside toilet and the complete absence of any 
bath. The patient, although quite severely demented, denied all 
problems and need for assistance. The causes of her dementia 
were uncertain. The following pattern of care was agreed. 

The patient was admitted to hospital for a full investigation and 
for a bath, adequate meals and attention to her hygiene and 
clothing. While in hospital, the social worker agreed that the 
Local Authority would provide a commode in the house, clean 
the house, and on her return home again would provide a home 
help and meals-on-wheels. It was agreed that the home help should 
visit the patient in hospital to develop a good relationship before 
the patient returned home. In hospital the patient was found to be 
severely anaemic as well as generally malnourished. It was also 
found that she had lost her normal sleeping rhythm and would 
doze in the day and wander at night. Three weeks’ treatment in 
hospital led to marked improvement in the patient’s physical 
state, some moderate improvement in the mental state (though 
considerable dementia remained), a normal sleeping rhythm and a 
much better relationship with other people. On return home, 
therefore, she was willing to allow the home help and meals-on- 
wheels into the house and she used the commode which she had 
been helped to use in hospital. She also attended the day hospital 
on one day a week, where it was possible to ensure a reasonable 
measure of cleanliness, as she could have a regular bath. Her 
progress was reviewed at regular intervals and some months later 
she was readmitted to hospital for terminal care, dying soo? 
afterwards. 

Rina awe of the elderly patient should “A j 

general prensa i i a P DE ke postha for i d 

he rh A social worker, district nurse, home help an 
e home, or if there are general practice attach- 
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ments, in the general practitioner’s surgery or the health centre. 
The day hospital also provides a natural meeting place, where the 
psychiatrist and psychiatric nurse can meet with the general 
practitioner, social worker, district nurse and others. When an 
in-patient, although the hospital team will play the major part in 
treatment and assessment, the social worker, district nurse or 
other worker in the community, should have free access to the 
patient and any staff conference in the hospital. 

Coordination between hospital staff and Local Authority staff 
is shown in the following case history. 

A very aggressive old lady was admitted from Local Authority 
accommodation where she had assaulted staff because she believed 
they were stealing her belongings. Examination showed that she 
had a considerable degree of dementia and readily lost anything 
she possessed. She denied her disability and accused other people 
of stealing from her. Relationships with the hospital staff were 
very difficult as she refused medication or, indeed, the need for 
hospital care at all. However, she formed a trusting relationship 
with a young male staff nurse. This nurse was able to persuade her 
to take some medication, which lessened her tension and aggres- 
siveness. Initially, the staff of the Local Authority home refused to 
consider her readmission, because they were so fearful of further 
attacks. Arrangements were made for them to visit the hospital 
to see the old lady and the nurse concerned, and to have an infor- 
mal discussion over tea. The Local Authority staff were reassured 
and agreed to the old lady returning the visit and having tea with 
them. Both occasions were successful and the old lady was re- 
admitted to the same welfare home. Within a day or two, however, 
she was again accusing the staff of stealing her belongings and 
refusing all medication. Arrangements were made for the hospital 
staff nurse to visit the home to see the old lady. He was able to 
talk to her, to look into her complaints, discuss them with the 
staff and to demonstrate that most of the things she believed 
stolen were mislaid or could be accounted for. The old lady 
Seemed to accept his reassurances and the situation resolved. He 
had to return on several further occasions, however, in the next 
two weeks to resolve further problems between the old lady and 
the staff, but after this the problem subsided. Arrangements were 
made for the nurse to keep in touch with the staff and the patient 


at decreasing intervals. 
There are real benefits to be gained if psychiatric nurses or 
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other psychiatric staff with special skills are able to leave hospital 
to visit the patient’s home or a residential establishment to discuss 
patient management and to demonstrate their own particular 
skills. Similarly, there are real advantages if the staff of nursing 
homes or local authority welfare accommodation can visit the 
hospital scene to see how problems are managed there and for the 
exchange of ideas and opinions. Hospital and Local Authority 
staff should welcome and support the many volunteers coming 
forward to help in the care of the elderly. 


PATTERNS OF CARE 


The majority of patients will continue to live at home, and it is 
important to ensure that their families, or helpful neighbours, 
understand their problems and know how to manage or ask for 
further help when necessary. Although the general practitioner 
may initiate medical treatment and visits of other professionals, 
some other person, perhaps the district nurse, may maintain 
contact and refer problems as they arise to other relevant pro- 
fessions. In many areas in the country, a psychiatric nurse with 
special skills in this field may also be available to help manage the 
patient or provide special guidance to relatives. It should always 
be possible to obtain further help and support from the day 
hospital, either by occasional visits for further assessment, 
regular visits for specific treatments or continuous treatment if the 
patient’s condition demands this. In turn, the in-patient beds 
should be available at times of crisis, or for specific treatment 
programmes to improve the patient’s performance at home. 

It is essential that psychogeriatric wards and day hospitals have 
their full share of remedial staff. Every ward should have regular 
visits by both occupational therapists and physiotherapists. Their 
chief activity will be in providing stimulation, maintaining 
mobility, and in developing and maintaining all the activities of 
daily living. They should play a part in deciding on ward pro- 
grammes and could constructively teach and instruct other staff, 
Particularly nurses, so that the activities are maintained when the 
remedial therapists are of the ward. For obvious reasons, activities 
are most effective when remedial staff and nurses work closely 
together. Many patients benefit by leaving the ward for a widet 
variety of Social, recreational and sometimes, working oppot 
tunities. Either in the ward or in the occupational department, 
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there should be opportunity for patients to regain simple domestic 
skills, particularly cooking and shopping. 


Duration of stay 


There are two conflicting needs in the management of the elderly 
in the in-patient service. In general, the elderly in-patient needs 
longer to recover from disability, needs longer to adjust to new 
surroundings and takes longer to develop therapeutic relation- 
ships. On the other hand, the longer the elderly person is away 
from home, the greater the risk that he or she will become 
dependent on the institution and staff caring for him and the 
greater the risk, should any dementia be present, that there will 
be added confusion and problems on his return home. It will often 
be found that a stay of not more than two or three weeks is ample 
to complete investigations, initiate effective treatment and obtain 
considerable improvement. The day hospital often proves in- 
valuable in maintaining support, treatment and supervision after 
discharge. Here too, however, there are risks of dependency and 
the patient’s progress should be regularly reviewed to enable his 
return to a normal social grouping as soon as possible. 


In-patient care 


The reasons for admission, the expectations of treatment and the 
probable date of discharge should be agreed before the patient 
arrives. Physical investigations should be organized for the day of 
admission, so that results are available as soon as possible. 
Nursing staff should be accustomed to keeping an accurate record 
of the patient’s behaviour from the time of arrival torshow patterns 
of activity, ability to dress, eat, and to manage toilet, to adjust to 
Occupation and the social life of the ward. Night staff should keep a 
Particularly careful record of sleeping patterns, problems with 
bladder or bowels in the night, response to medication, and the 
Patient’s competence in the early part of the day with dressing 
and orientation. Medication should be reviewed daily, as the 
elderly patient is often idiosyncratic in response to drugs. 

The whole of the patient’s day should be geared to a treatment 
and rehabilitation programme in which nurses, doctors, remedial 
staff and visitors play their part. There is always a shortage of 
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physiotherapists, and their time is better spent instructing nurses, 
relatives or others involved in providing patients’ activities and in 
the maintenance of mobility, rather than in the treatment of 
individual lesions. The process of getting out of bed and dressing 
should be regarded as part of rehabilitation. Adjustment of bed 
height, access to commode or toilet and journey to table or chair, 
should be part of a programme where the patient is given every 
opportunity to help to develop his mobility and motor skills. 
Similarly, meal times should not merely present opportunities for 
eating, but opportunities for patients to learn manipulative skills, 
and when these have been lost, suitable social habits at table and 
maintenance of some contact with others at meal times. 

It is not necessary for all patients to get out of bed at the same 
time. There are often advantages in leaving a small number of 
Patients in bed for extra care, breakfast in bed, or some extra 
attention which may be applied to their appearance. Mornings and 
afternoons should provide opportunities for occupation, relaxa- 
tion and activities, some of these off the ward in occupational or 
social areas elsewhere in the hospital. Visits away from the ward 
should be timed to occur when the patient is familiar with 
the ward environment, so as not to confuse the old person 
further. 

The needs of the elderly in the evening period vary very con- 
siderably, Some tire easily and may need to retire to bed early, 
provided they sleep through the night. Others, with benefit, may 
stay up later and may like to watch television programmes, ot talk 
to other patients. There is often, particularly in the evening when 
the patients relax, opportunity for informal discussions with 
nursing staff. Going to bed is yet another opportunity to help the 


eo develop his own confidence in his competence and sleeping 
abits. 


Relatives and other visitors should be encouraged to play their 
full part in the patient’s care and treatment. They should be able to 
visit at any time of the day, including the evening, and the 
OPportunity should be taken to ensure that they understand the 
patient’s needs and abilities and 
programme once 
be able to join in 
or bathing, 

other activit 
relatives wh 


will reinforce any treatment 
the patient goes home. They should, therefore, 
the patient’s care at meal times, assist in toileting 
when appropriate, take the patient out for walks ot 
ies, and help the patient to bed. Wherever possible, 
‘© will continue with the care of the patient, should be 
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helped to feel that they have the full support and understanding of 
the staff and should be given the opportunity to acquire any 
necessary skills themselves. 


Day hospital 


The day hospital is now recognized as one of the most important 
parts of the psychiatric services for the elderly. It provides an ideal 
situation where hospital and community staff can meet to share 
their knowledge and skills. The day hospital is most effective 
where the patient lives within half-an-hour’s journey, and in- 
creasing difficulties will be found as the distance and time increases. 
Physical handicaps should not be a bar, but very severe frailty 
may be a contraindication, when the stress of the journey alone 
may be too great. 

The day hospital should have regular medical sessions for a full 
assessment of both physical and mental state and ready access to 
the full physical investigations of the general hospital. Skilled 
psychiatric nursing is needed in the management of many elderly 
people, but some basic care, including bathing, and toilet training, 
should be available. There are also advantages if hairdressing, 
chiropody and similar opportunities are easily accessible. Occupa- 
tional therapy should be geared to the tempo and needs of the 
elderly, and should also include the space for a practice kitchen, 
both to assess the elderly person’s skill and also to give the 
opportunity for practice. Sometimes, old men who are having to 
care for themselves on bereavement, need to learn simple cooking. 
During the day there should be variation in the programme to 
ensure that, as well as some occupational time, there is time for 
relaxation and time for some social activities and entertainment. 

The day hospital should be able to accept, assess, treat and 
rehabilitate the full range and variety of mental illness in old age. 
This will include many patients with depressive symptoms, others 
with paranoid symptoms, a large number with dementing processes 
and some where the diagnosis is still uncertain. The facilities of 
the day hospital, therefore, should include provision for ECT, 
appropriate medication, individual and group psychotherapy, and 
a very full programme of occupational, recreational and social 
activities. The variety of handicaps will be very considerable, and 
the patient’s mental state will vary from the recovering depressive, 
acutely aware of his environment and easily distressed, to the 
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severely demented patient with limited awareness of his surround- 
ings. There is obvious need to provide differing facilities for 
patients with different needs and to ensure that the design of the 
day hospital enables groups of patients who might distress each 
other or interfere with each other’s therapeutic programmes, to be 
kept apart. Similarly, many patients will be physically able, but 
others severely handicapped and unable to walk without assistance 
or to manage stairs. Here again, the design and equipment of the 
building should enable the most severely handicapped to be 
accepted and yet should not limit the more active. The opportunity 
for outdoor activity should be provided wherever possible. 


Medication in the elderly 


Medication in the elderly requires considerable vigilance in 
Prescription, regular reviewing, and a readiness to change. 
Reaction to medication of all kinds is altered in the elderly. 
Sometimes very small doses produce massive changes or side 
effects, while on other occasions, very heavy doses seem to produce 
little response, or the Tesponse may be delayed. An atypical 
Tesponse to medication may be due to delayed absorption, 
pathology of the target organ, or interaction with other disease 
processes. 

One common problem lies in the patient who has been stabilized 
on medication for many years. For example, the diabetic, hyper- 
tensive, or patient with congestive heart failure who, as ageing 
sets in, may need far less of their usual medication. The blood 
pressure may drop in old age for a variety of reasons, and unless 
this is realized, the patient may begin to suffer severely from the 
side effects of medication he no longer needs. The situation is 
further complicated by absentmindedness, which may mean that 
the patient takes two or three pills one day and none the next. 
Medicines should be teviewed frequently with the object of 
stopping all medication unless it is absolutely necessary. The 
times of giving medication should be adapted to make confusion 
less likely. When all medication is taken night and morning, it is 


far less confusing than when some drugs are taken once, others 
two, or three times a day. 


Many elderly 
particularly from 
are often oversen, 


patients have varying degrees of brain damage; 
dementing and toxic processes. These patients 
sitive to normal doses of sedatives and tran- 
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quillizers. Episodes of confusion or delirium can be precipitated in 
the elderly by relatively small doses of medication, and delirious 
responses, secondary to antidepressant drugs are a serious hazard 
in the elderly, rarely met in younger patients. 


Nursing role 


‘The unique function of the nurse is to assist the individual, sick or 
well, in the performance of those functions contributing to health 
or its recovery (or to peaceful death) that he would perform 
unaided if he had the necessary strength, will or knowledge, and 
to do this in such a way as to help him gain independence as 
rapidly as possible’ (Henderson, 1955). 

The continuum of needs for any patient can range from total 
provision for a state of unconsciousness, to no provision for a state 
of complete independence. Within this range, for example, a 
patient may be completely dependent on others for mobility, but 
quite independent for feeding. He may or may not be volitional 
and may or may not want to get better. He may be a reserved 
person who neither wishes nor needs to join in group activities, or 
he may be depressed and need therapeutic intervention. 

Between the extremes of independence and dependence, a mix 
of skills is required. Doing things ‘for’ a person is gradually 
replaced by ‘doing things with’ until ‘not doing anything that he is 
capable of doing himself’ occurs. The management of that period 
of care, from the point where withdrawal of physical, psychological 
and/or emotional support commences until it is completely 
withdrawn, is crucial to the determination of the outcome of the 
whole programme of care. At any point during a person’s recovery 
and re-enablement, any member of the therapeutic team, doctor, 
Occupational therapist, physiotherapist, social worker or nurse, 
may be responsible for the major contribution. However, the 
therapist for all but a small part of any patient’s day in hospital, is 
the nurse. The nurse on a psychogeriatric ward needs exceptional 
skills in assessing a patient’s needs and in providing just the right 
amount of help or support which will lead to improvement of the 
patient’s performance, without either discouraging him by ex- 
pecting too much, or creating dependence by doing more for him 


than is necessary. 
The role of the nurse as an expert in assessment, treatment and 
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rehabilitation is crucial to success in the work of the team, and 
such nursing is stimulating and interesting for the nurse, in 
contrast to the essentially custodial nature of psychogeriatric 
nursing in the recent past, which had little therapeutic content. 

Psychogeriatric patients are often the most d iffcult group of all 
to nurse. Most have multiple disabilities, both physical and psychi- 
atric. A symptom that is common to many of these patients is 
‘confusion’. This may range in degree from transitory disorienta- 
tion in time or space to persistent and massive dislocation that 
inhibits all rational verbal communication with the patient. 
‘Whether confusion is symptomatic, functional or organic, mild 
or severe, the nurse has a difficult task to establish any rapport or 
a trusting relationship. 

The in-patient ward will continue to be the main arena of 
training for nurses, therapists and doctors, if only for the practical 
teason that large numbers of patients, teachers and trainees are 
gathered together in them. It is here that nurses, doctors and 
therapists learn theory, skills and Philosophy of care; here they 
adopt the attitudes that will most likely characterize their standards 
of care for the elderly when qualified, whether they practise in 
hospital or community. Nevertheless, it is now well recognized 
that important training areas, which have been neglected in the 
Past, are to be found in the day hospital, the health centre, and 
the home. The role of the nurse is vital in all, but the problems 
and attitudes she will meet in these varying situations will differ. 

The role of the nurse in psychogeriatric care is that of nurse 
and, at times, agent for all the other specialities who are involved 


in the care of the Patients concerned. It is determined by a 
combination of: 


1 The responsibility of nurses to 
patients 

2 Allowance for the physical and intellectual limitations that are 
the normal phenomena of ageing 

3 A knowledge of the disabilities of old age, and the differing 
responses of the elderly to them at all times 

4 Provision of a Supportive environment that reinforces identity, 
Personality and a sense of personal worth—one that communicates 
to the patients, not only the possibility, but the probability of 
recovering a measure of well-being and independence 


5 The need to ensure effective communications between patients, 
relatives and staff 


maintain a 24-hour service for 
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In many psychiatric hospitals the numbers of psychogeriatric 
patients who have grown old in the hospital are diminishing. These 
patients have adjusted to institutional life and mostly have 
accommodated themselves to the environment before old age. 
The new psychogeriatric patients, however, are people who have 
brought up families, have been bread-winners, heads of house- 
holds, tradesmen or professional people. Their expectations, and 
those of their relatives, should reinforce the intentions of modern 
staff to provide and create an active therapeutic atmosphere. 
Elderly people with dementia often respond to the recognition by 
nurses and other hospital personnel of their previous ‘achievement 
personalities’ with which their self-esteem and identity are 
associated. 

For example, an old man was being moved from one hospital to 
another by well meaning strangers (ambulancemen and porters). 
His bewilderment turned to confusion and passive compliance. 
He looked frightened and answered questions about his situation 
in uncertain monosyllables. Eventually, a nurse spent a few 
minutes in conversation with him, asked him if he was retired and 
what he used to do. He had been associated with professional 
football and in his time, a well known player. As the conversation 
developed, his whole expression changed. He looked more 
confident, recalled factual events and places and then become 
more involved in his current situation. 

People need not live in the past, but recognition of this part of 
their lives can help both patient and staff to relate to each other in 
the present. Old people need to know that they are perceived by 
others as having personal worth. Irene Dewdney, an American 
Art Therapist, describing her work with the elderly, says, ‘Tt is 
important for the therapist to accept the geriatric patient as a 
Person who has functioned well in the past and for the therapist 
to expect that younger functioning person still to be available. It 
took me some months to gain this perspective to see the patients 
as they had been. However, when this attitude is achieved, 
paternalism decreases and the patient’s dignity is maintained. 

I wonder if it is not a mistake to fail to encourage the geriatric 
Patient to recall the past when he or she functioned at a more 
satisfying level. It is possible that the past provides a reservoir of 
identity and strength upon which to draw’ (Dewdney 1973). 

Nurses who work with the elderly need facilities—well designed 
buildings, suitable furniture and equipment and adequate support 
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services, but most of all, they need the right professional omens 
and practical experience, particularly in modern teamwork, co 
the wider fields outside the hospital which are sac et 
need to be clear about their role in relation to those o x e 

members of the team, and cannot develop their own role in 
isolation. To function effectively as ‘agents’ for the other pro- 
fessionals in the team, the other professionals must be willing to 
support and share with them at least enough of their expertise to 
enable nurses to maintain continuity of care. 

Within a multidisciplinary team, senior nurses who e 
accountable for geriatric nursing services are rësponsible, not s y 
for appointing staff and keeping the wards ‘covered’, but n 
initiating courses of training for these staff. Organization © 
refresher training for qualified and assistant nurses poses prablem 
for nurse managers and tutors, but widespread changes in attitudes 
towards geriatric care will only materialize when nurses P 
systematically educated for a more comprehensive role within the 
multidisciplinary team. s 

Nurses who work with elderly patients need a wider, more 
diversified range of skills than they normally gain during PEI 
ventional nursing experience, to function effectively. The nany 
nursing assistants and nursing auxiliaries who work in ie 
care need planned in-service training in both simple remedial an 
basic nursing skills. Students and pupils who are allocated w 
psychogeriatric wards need to gain appropriate and special skills in 
an environment that reflects the theory of good practice they 
learn. They should be learning, not only from other nurses an 


A a i 1 
doctors, but from remedial therapists, clinical and behavioura 
psychologists and social workers. 


Practical skills (additional to rec 

l nurses who work w 
include the ability to: 
1 Listen to patients and 
are really saying 
2 Encourage activities and 
patients’ self- 
3 Accept pat 
in the past 


ognizable ‘nursing’ skills) a 
ith psychogeriatric patients should acquir 


e 
their relatives, to hear what the peopl 


; ; ir 
conversation that reinforce thei 
respect and identity 


: ; 2 is ; I 
tents as unique individuals who have functioned we 
4 Form trusting relationshi 


Temaining integrated and wel 
5 Gain the confidence and c 


o) e 
ps with patients, and relate to ; = 
L-preserved parts of their ere 
cooperation of patients in activities tha 
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will help modify their behaviour—it is often their behaviour that 
has earned them the label ‘psychogeriatric’ rather than geriatric 

6 Help patients to make and achieve goals 

7 Understand aggressive behaviour for what it usually is in old 
people—an expression of frustration and inability to communicate 
normally. An aggressive attack often masks fear and may be self- 
defensive in nature 

8 Maintain reality based relationships with paranoid patients who 
express delusional ideas, ‘Yes, I believe you, but do not share your 
point of view’. 

9 Be alert for signs of depression, which is a very common 
disorder in the elderly 

10 Participate in retraining to independence and self-care in 
everyday activities, such as dressing and undressing, feeding 
themselves, getting up, going to bed, using the WC, managing a 
handicap such as a poststroke paralysis 

11 Promote sympathetic understanding for patients by their 
families and enable them to sustain a ‘belonging’ role for the 
patient 

12 Initiate group, diversional and social activities 

13 Contribute and learn at case conferences 

14 Recognize the positive aspects of nursing patients with 
Progressively deteriorating conditions 

15 Help patients to make a ‘good death’ and support relatives in 
this situation, so as to avoid future guilt feelings. An agreed, well 
understood policy about terminal care is important. Extensive use 
of antibiotic medication and maintenance of high fluid intake is 
as inappropriate as excessive sedation. Dying patients have the 
tight to relief of all pain and distress and while they are able to 
drink, should be given enough fluids to allay thirst. Thoughtful 
considerate care shared by the family and staff should enable the 
old person to make a dignified, easy and peaceful death. 

The outstanding characteristic of sick and disabled elderly 
People is the need to do things and have things done to them at 
their pace. Remedial activities cannot be undertaken in a tush, they 
Cease to be remedial if patients are hurried beyond their capacity. 
Psychogeriatric patients need high staffing ratios. Many hospitals 
have unsatisfactory levels—for example, 1 to 1-9 nurse/patient 
ratio. This provides an average of 21 hours staff hours per week for 
each patient, or 3 hours per day, if no one is on holiday or off 
sick, and includes a proportion of the teaching and administrative 
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staff. Practically, it provides about 2} hours in 24, at most. The 
average total nursing time per patient needed is at least 3} hours 
in 24, or 1 to 1:5 nurse/patient ratio on a 40 hour week for direct 
patient care, excluding those activities that are housekeeping in 
nature and should be undertaken by other staff. 

In some districts, nurses skilled in psychogeriatric nursing, 
have been appointed either by the hospital or community nursing 
service to support and supervise patients in their own homes. They 
work closely with the consultant psychiatrist and liaise with the 
primary health care teams that operate through the attachment of 
community nurses and health visitors to general practice. Some 
areas have such nurses attached to group practices as members of 
the primary health care teams, where their role as advisors to their 
general nurse and health visitor colleagues can most easily be 
developed. 

These domiciliary psychiatric nurses who deal with the elderly, 
take referrals from the psychiatrist, general practitioner and 
health visitor, and their work is mainly of a specialist nature to do 
with the behaviour of the patient, his drug management and 
relationships with other members of the household. They support 
relatives and promote better understanding of the patient’s needs 
by teaching and demonstrating to relatives how to handle particular 
situations. Where patients are also being visited by the district 
nurse, or health visitor, there are opportunities to pass on ideas 
and methods of approach to the patients and their families. Many 
of the patients are never admitted to hospital, some attend day 
hospital, some have planned intermittent admission. This affords 
families relief to enable them to continue to care for the patients 
at home. The domiciliary nurses attend day hospital and in-patient 
case conferences, visit their patients and liaise closely with hospital 
staff. Those patients who are admitted to hospital intermittently 
are usually visited at home between admissions. Nurses based on 
day hospital are also frequently involved in home visiting, usually 
on patients who are, or have been, day patients, but sometimes to 
provide a service to patients who have had no hospital contact. 
As well as visiting patients in their homes, domiciliary psychiatric 
nurses are finding unmet needs they are particularly well equipped 
to meet. One such problem was that of an old lady, not only 
slightly confused, but who also had to contend with the discomfort 
of a prolapse, for which she was referred to a gynaecologist, but 
felt too nervous to keep the appointment. The nurse was able to 
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arrange a further appointment and accompany the patient, to make 
the necessary introductions and explanations for her. 

In some areas the domiciliary nurse has authority to admit the 
patient to hospital or day care, if she thinks it necessary. 

Most domiciliary nursing services have appointed health 
visitors with special responsibility for the elderly as liaison officers. 
These health visitors work closely with their colleagues who are 
attached to general practices, in geriatric and psychogeriatric 
assessment wards and day hospital. Their work is also integrated 
with that of social workers and domiciliary psychiatric nurses. 
Prompt provision of services at the right time does much towards 
enabling some elderly patients to remain in their familiar sur- 
roundings and to avoid admission to hospital, for others it may 
make the difference between receiving care as a day patient or 
becoming an in-patient. The theme, therefore, in the care of the 
Psychogeriatric patient is early assessment, coordination of 
therapeutic policies, and the provision of services which will give 
the elderly person just the amount of support needed without 
removing his independence. 
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Occupational therapists (cont.) 
roles and skills 95, 225 
special units 111 
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Out-patient clinic 9 
attendance 28 
waiting list 9 

Overdose 205 


Parent, attitudes 261 
supportive services 262 
Parity of esteem 4 
development 7 
leadership 5 
Patient services, administration 
155 
Phenothiazine drugs 22 
introduction 29 
Physiotherapists, distribution in 
mental illness field 93 
roles and skills 96 
see also Remedial professions 
Play therapy 102 
Primary health care teams, atti- 
tudes to psychiatric illness 
41 
specialized care team 42 
Primary medical care 176 
Professionalization, in psychiatric 
nursing 85 
Projects 102 
teams, administration 152 
Projective activities 101 
Prolonged help, from social worker 
130 
Psychiatric care, changes 26 
children and adolescents 214 
Child Guidance Clinics 219 
facilities 230 
provision 218 
family therapy 222, 228 
home and school factors, 
services 217, 226 
incidence 216 
individual psychotherapy 228 
prevalence 215 
ratios and numbers of staff 
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Psychiatric care (cont.) 
children and adolescents (cont.) 
reorganization and redeploy- 
ment, personnel 221 
school and community ap- 
proach, 217, 226 
elderly, see Psychogeriatric care 
status 26 
see also Mentally handicapped, 
care; Subnormality hospitals 
Psychiatric consultant, authority 
208 
communications 207 
conception of disorder 63 
decision making 207 
follow-up services 206 
in new post 204 
opinion and referral work 205 
reasons for patient admission 
56 
research 209 
responsibility 206 
review of policies and practices 
212 
role 203 
teaching 208 
Psychiatric hospitals, expenditure 
161 
see also Hospitals; Subnormality 
hospitals 
Psychiatric needs, mentally handi- 
capped 250 
Psychiatric nursing, see Nurse 
(nursing) 
Psychiatric social worker, see 
Social work (social worker) 
Psychiatric treatment, chemo- 
therapy 188 
electroconvulsive therapy 28 
in general practice 187 
Psychoanalysis 60 
Psychodynamic theory 60 
Psychogeriatric care 270 
assessment 272 
community help 271 
day hospital 272 
diagnoses 272; 273 
duration of stay 277 
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research 170 
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children, individual 228 

classical 60 

dynamic 61 

group 64 

nurse—patient, contact 62 
interaction 59 

outcome 61 

problems for nurses 66 

rehabilitation activities 98 

tole of nurses 67 

supportive 61 

value 187 
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aims 98 
evolution 33 
hospital schemes 258 
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long-stay patients 259 
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hospital schemes (cont.) 
nurses’ attitudes 258 
relatives’ attitudes 259 
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social worker 130 
Relations between professions 4 
conflict 5 
‘parity of esteem’ 4 
leadership 4 
psychologist’s role 6 
Relationships, continuity 2 
general 1 
therapeutic 4 
Remedial gymnast, roles and 
skills 96 
distribution in mental illness 
field 93 
see also Remedial professions 
Remedial professions 92 
areas of work 103 
assessments of patients 102 
community work 112 
day hospitals 110 
distribution of personnel 193 
future developments 113 
hospitals for mentally handi- 
capped 103, 111 
psychiatric units 107 
rehabilitation 98 
roles and skills of staff 95 
special units 111 
team approach 92 
training 113 
Research, psychiatric consultant 
209 
Resettlement, role of social worker 
129 
see also Rehabilitation; Remedial 
professions 
Residential facilities, for children 
and adolescents 230 
general 266 
training staff 232 
Restraint, abolishing 26, 28 
Role ambiguity 45 
Role conflict 45 
Royal Commission, mental illness 
1957 27 
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Salmon structure for senior nurs- 
ing staff 75,77, 79 
Samaritans 197 
School approach to psychiatric 
problems 226 
special 263 
Sedatives, for the elderly 280 
Seebohm Report, impact 195 
recommendations 194 
Sexes, integration 249 
Sheltered housing schemes 
259 
Social activities 99 
Social services, organization 
124 
provision 7 
Social work (social workers) 117 
additional support 132 
allocation 8 
availability of help 131 
Child Guidance Clinic 222 
chronically disabled 133 
communication 127 
family role 134 
functions 126 
in general practice 194 
group work 135 
hospital admission 133 
nature 122 
on-going interviews 128 
prolonged help 130 
provision 7 
and psychiatric nurse, differing 
roles 44 
division of work 45 
rehabilitation 130 
social and family assessment 
128 
teamwork 137 
training 123 
Sociological theory, contribution 
to care 73 
macrosociological studies 73 
Sociotherapy 30 
Somatotherapy 30 
Speech therapists, distribution in 
mental health field 93 
roles and skills 96 
see also Remedial professions 
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Subnormality hospitals 244 
clothing 247 
staff 247 
conversions 246 
furnishing 246 
integration, sexes 248 
normalization 246, 249 
personalized approach 247 
recreation 247 
Symptoms, psychiatric, incidence 
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Teaching, psychiatric consultant 
208 
psychologist’s role 208 
Teams, therapeutic, coordination 
154 
Teamwork, administrator’s role 
147 
leadership 172 
psychiatric nurse 92 
psychologist 171 
remedial professions 92 
size of team 173 
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Teamwork (cont.) 
social worker 137 
using all information 172 
see also Group Management 
Team; Hospital Management 
Team 
Technicians and aides, role 97 
Terminal care 285 
Thalidomide 188 
Time, consultation 3 
general practitioner 4 
importance 35 
multiprofessional 4 
Todd Report 178 
Token economies in behaviour 
therapy 70, 169 
Training, groups 173 
for remedial professions 113 


Unit, daily operation 158 
function and definition 157 
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